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of authors of letters published in this department will be preserved upon request. 


Thar’s Gold in Them Thar Pills! 


Dear Mr. Cahal: . 

I find an illustration on page 107 of the April GP pro- 
foundly intriguing and disturbing. In the article, ‘A Guide 
to Simple Bookkeeping,” under date of March 4, 1954, are 
depicted some names, addresses, charges and cash. Under 
that, Receipts from Patients, $214 in business and $186.94 
in cash, ‘‘Not a bad day’s business!” says I. 

In addition, our sample doctor obtains interest from a 
Mr. S. J. Peterson in the amount of $15.27, and gets a divi- 
dend from A.T. & T. in the amount of $3.00. Now, if that’s 
the A.T. & T. that J know, what on earth does he own—a 
hundredth of a share? 

But then we come to the day’s totals, $214 in business, 
and $205.21 in cash. And here’s the one that really rocks 
me! Previous days’ totals, $917.25 in business—and (and this 
really sends me) $906.04 in cash! And then I saw the last 
line—month to date, $7,645.95 on business, and $8,218.37 
in cash. Monday, March 1, Tuesday, March 2, and Wednes- 
day, March 3—maybe he got tired and took half a day off. 

Three hours later, after I had succeeded in getting myself 
loose from the plaster on the ceiling, I came down and verified 
that face on the top of the page—March 4, 1954, Month to 
Date—whammy! Permit me to go and fortify my constitution 
with a couple of slugs of gin and then come back to you and 
quote the title, ‘A Guide to Simple Bookkeeping.” You can 
well understand my perturbation, concern, alarm, and frus- 
tration. How do I go about getting into your Academy right 
now! These kind of figures to your GP readers are “‘simple” 
bookkeeping, complete, simple, accurate, flexible. I can only 
imitate Bert Lahr’s picturesque grunt—aarh-ungah, aarh- 
ungah, aarh-ungah. This is quite the most attractive guide to 
bookkeeping I have ever seen, but please have your authors 
tell simple souls like me how we can be that productive. I 
shall cherish this page in my heart and mind forever. And I 
hope, on occasion, to be able to present it. And that occasion 
will arise when some individual refers to the poor general 
practitioner. And mind you, all of this is called the Daybook. 
lL only hope that I am not alone in the feeling that this is my 


dreambook. 


GP + August, 1954 


And the final twist cannot be overlooked. People from 
Missouri have to be shown! Oh, brother! 

Enclosed please find self-addressed, stamped, air mail, 
registered mail envelope in which please enclose application 
blank for membership in the American Academy of General 
Practice. Already I have wasted twenty-five years in a medical 
career and time is running short. And, my dear sir, I well 
realize how delighted you would be to punch my ticket on 
the gravy train. (Up off your knees, Johnson, the show is 
over.) 

A. Jounson, M.D. 
Detroit, Michigan 


Internist Johnson is a prominent member of the A.M.A. House 
of Delegates where he has long exhibited a great and valuable 
interest in the welfare of general practice. He has been advised 


that, as any simple bookkeeper would know, receipts of over 


$7,000 in the first four days of March represent only this man’s 
split on surgery referred during the previous month. Aarh- 
ungah. (Actually, the artist picked up the year-to-date totals for 
the month-to-date.) —PUBLISHER 


R for E.L.1. 
Dear Sir: 

I have read the interesting article, “Present Therapy for 
Emotionally Induced Illness,” April, 1954, by John A. 
Schindler, M.D., and agree that the present status of therapy 
in E.LI. is usually very improperly handled. 

I would estimate approximately 75 per cent of my general 
practice has predominantly an emotional basis underlying a 
large variety of minor organic complaints—the latter of which 
have been either exaggerated out of proportion or serve as 
an excuse for the patient to visit the doctor seeking relief 
from his emotional stress. 

There are two important reasons for our present failure. 
One is that in our present age of specialization and scientific 
advancement we have lost the rapport between patient and 
physician. The patient has lost much of his confidence in the 
general practitioner and takes all his illnesses to the specialist 
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who alone is equipped to handle this dreadful disease which 
the patient knows he has—for his symptoms are the same as 
those listed in the literature he has read! The lay press as 
well as the medical profession has undermined confidence in 
the ability of the general practitioner to handle anything but 
the dispensing of pain tablets and penicillin. 

The great majority of these illnesses can be handled by 
the family doctor and the local clergy both of whom have 
knowledge of the patient and his environment available to 
them that the specialist has difficulty in getting. 

The other important reason is a failure of the physician to 
solve his own emotional conflicts sufficiently to be willing to 
take on the burden of helping solve that of his patients. The 
majority of doctors shy away from E.I.I. or at best resort to 
substitution therapy and sedatives both of which are but 
handing the patient a crutch and sending him on his way, 
groping for some tonic or operation that will heal his body 
and soul. 

It is strange that we as physicians in a Christian nation 
have failed to apply the simple principles of Christ’s teaching 
to a practical use. Men like the Rev. Vincent Peal and Bishop 
Fulton Sheen are teaching a specific therapy which we as a 
profession could well use for ourselves and prescribe for the 
E.LI. patient. The Communists teach religion is the opiate 
of the people. How wrong they are, for with God as the 
Supreme Analyst, religion is the psychiatry of the masses. In 
the treatment of E.I.I. let us add to science a moderate dose 
of Christian science which is an all but forgotten R in E.I.1. 

Warren V. Hempet, M.D. 
Grafton, Illinois 


Unhappy Army Doctor 


Dear Sir: 

I have been a member of the American Academy of Gen- 
eral Practice sincé the Minnesota Chapter was organized. 
At present I am in the Army. I am interested in remaining a 
member of the Academy and would like to know if any pro- 
visions have been made to reduce dues during the time we 
are in the service. 

The magazine which is published by the Academy is ex- 
cellent and perhaps has more material that is down to earth 
and useful than any other magazine I received. However, I 
certainly wish that it contained more information about the 
doctor’s situation in the armed forces. Those of us who are 
in the service have resented very much the attitude of the 
A.M.A. in regard to Doctor-Draft Law. The A.M.A. seems 
more interested in keeping those who have not served at all 
out of the armed forces. Those of us who are now in believe 
that our time of serving should be shortened if we are in for 
twenty-four months just so other doctors would not have to 
break up their practices. After all, many of us received no 
money from Uncle Sam to pay for our education yet we 
served just as long as those who received some of their educa- 
tion from the government. I feel that in my case (the case of 
many), having been declared unfit for service during World 
War II, we who have been called should have been treated 
just as those who did not serve at all during World War II 
because of various reasons. 

While I am griping I may continue further. A general 
practitioner in the army gets all the bad assignments. I was 
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Puts the gouty arthritic “on the road’ again... 


SBSENEMID. 


PROBENECID 


Typical of the dramatic results with BENEMID in 
chronic gouty arthritis is the case of “J. B. . . . bed- 
ridden two months with continued pain. . . . At the 
end of probenecid therapy, he was able to walk un- 
aided and drive his automobile.” 

BENEMID “increases the excretion of uric acid by 
diminishing its tubular reabsorption.”* It helps pre- 
vent tophi, decreases those already present*—thus 


diminishes inflammation and muscular spasm.” Toxic 
reactions are unusual. 


Quick Information: Available in 0.5 Gm. tablets. 
Dosage: 1 to 4 tablets daily. Contraindications: 
Renal impairment. 


References: 1. J.A.M.A. 149:1190, 1952. 2,J.A.M.A. 154:216, 1954. 
3. Geriatrics 8:606, 1953. 
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in practice for ten years before coming with the army but 
being a general practitioner I was assigned to a field unit. 
| am a company commander of a medical company. My 
medical duties consist of holding sick call which lasts about 
one hour and after that I spend my time running the com- 
pany which, incidentally, takes up a lot of my time. The truth 
of the matter is that all the medical work I do is so simple 
that my office girl could have taken care of it. But the man 
who has had six months to a year of resident’s training is 
given a nice job in the hospital and, of course, is supposed to 
be our consultant and the final word medically, regardless of 
the fact that he may know less than those of us who have 
practiced a good number of years. Has the A.A.G.P. done 
anything for the general practitioner in service? Your maga- 
zine gives no indication that anything is being done for us. 
Capt. Cart J. LuckEMEYER 
United States Army 
Camp Polk 
Louisiana 


Soon after its founding, the Academy began working for 
proper utilization of physicians in military services and for 
equal opportunity for advancement in responsibility and in rank. 
(See the October, 1950 GP, page 123.) If there are good assign- 
ments in the military organization, it seems they are never re- 
ported. General practitioners should keep in mind, however, that 
under combat conditions the medical officer in the field is vital to 
proper care, hence he must be a capable general medical officer 
whereas a less experienced medical officer can function satisfac- 
torily in one department or section of a hospital.—PusttsHER 


A Prize Reference 


Dear Sir: 

Since I have frequent need to refer to GP for subject 
matter published in recent months; I would appreciate having 
the Subject and Author Index for all volumes of GP published 
to date. 

I have copies of all GP magazines published since its be- 
ginning as I felt it was going to be an exceptional medical 
magazine. This has turned out to be a fact and I intend to 
keep my library complete with respect to GP. 

Ricnarp B. Exrcosix, M.D. 
Hamden, Connecticut 


Spare the Ax! 
Dear Sir: 


Our librarian has informed me that the Rhode Island 
Medical Library is no longer receiving GP issues on an ex- 
change basis. I realize the demand that can be made for 
copies, but I hope that you will reconsider eliminating our 
library from your complimentary exchange list. 

We are one of the few medical societies in the country 
maintaining a public reference library out of the dues paid by 
the membership. We have no endowment and we receive no 
tax funds, yet we maintain a reference library with a full-time 
staff. Like all medical societies we rely upon our contemporary 
organizations to help us in the matter of exchanges of publi- 
cations which are kept on permanent file here in the library 
and are bound annually for reference use. 


for pernicious anemia 
and all treatable anemias 


Vitamin B,, « Iron ¢ C « Stomach « Folic Acid « Purified Intrinsic Factor Concentrate 


a new and potent oral hematinic one capsule daily meets the needs of the average patient 


Purified Intrinsic 


hemopoietic factors: 
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Ferrous Sulfate 
Exsicca 


Vitamin B,, 30 megm. Ascorbic Acid (C) 
Powdered Stomach 200 mg. 


LEDERLE LABORATORIES DIVISION Ganamid Pearl River, N.Y. 


Folic Acid 


*Reg.U.S Pat. Off. 
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Still More Clinical Research Proving the Value of 


Roncovite 


in anemia therapy — 


The rapidly expanding volume of clinical research 
continues to prove the effectiveness and safety of 
Roncovite in the common forms of anemia.* These 
clinical studies of the effect of cobalt-iron have pro- 
duced gratifying results in several types of anemia. 


iron deficiency anemia 
AREAS OF 

CLINICAL STUDY 
INCLUDE: 


anemia in chronic infection 


anemia in pregnancy 


anemia in infants and prematures 


Cobalt in therapeutic dosage exerts a specific erythro- 
poietic effect on the bone marrow. Roncovite provides 
the supplemental iron to meet the need of the resulting 


accelerated hemoglobin formation. 


—and from 1954 clinical reports 


“We agree with Waltner (1930) and Virdis (1952) 
that iron should be given together with cobalt to obtain 
the most satisfactory results.’ 


“Evidence suggests that iron and cobalt provide the 
most effective hematinic for pregnant women.”’2 


“The babies were closely observed daily for ill effects of 
the medication while at the premature unit and when 
they returned for check-ups. None of them showed 
harmful effects despite the large doses.’’ 


*Bibliography of 192 references available on request. 
1. Coles, B.L., and James, U.: The Effect of Cobalt and Iron Salts on the 
Anaemia of Prematurity, Arch. Disease in Childhood 29:85 (1954). 


2. Holly, R.G.: The Value of Iron Therapy in Pregnancy, Journal-Lancet 
74:211 (June) 1954. 


3. Quilligan, J.J., Jr.: Effect of a Cobalt-Iron Mixture on the Anemia of 
Prematurity, Texas St. J. Med. 50:294 (May) 1954. 


SUPPLIED 
RONCOVITE TABLETS 


Each enteric coated, red tablet con- 
tains: 


Cobalt chloride 
Ferrous sulfate exsiccated . .0.2 Gm. 


RONCOVITE DROPS 
Each 0.6 cc. (10 drops) provides: 


Cobalt chloride 
(Cobalt... .9.9 mg.) 


Ferrous sulfate 


DOSAGE 


One tablet after each meal and at 
bedtime; 0.6 cc. (10 drops) in water, 
milk, fruit or vegetable juice once 
daily for infants and children. 


Roncovite 


The original, clinically proved, 
cobalt-iron product. 


BROTHERS, 


INC. Cincinnati 3, Ohio 


In the Service of Medicine Since 1870 
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The librarian informs me that the copies of GP are in great 
demand by members who visit the library, and therefore we 
hope that we may continue to receive it from you. 

I read some fine press reports of your meeting in Cleveland, 
and apparently everything was very successful. 

Joun E. Farret 
Executive Secretary 
Rhode Island Medical Society 
Providence, Rhode Island 


Helps To Keep in Touch 


Dear Sir: 

Since I am due to rotate back to the states sometime next 
month, please do not send any more issues of GP to my 
present address. I will let you know my stateside address as 
soon as I receive it so that my subscription can be resumed. 

The issues that I have received have been enjoyed by all 
of the other doctors stationed here (K-10, Korea). GP has 
helped us keep in touch with the latest developments in 
medicine which we would otherwise have missed. 

You may be interested to know that most of us here— 
doctors and dentists—share a dubious feeling about our 
military service. The Air Force, here at least, seems to do 
all it can to discourage anyone from even wanting to make 
this a career. I for one will have plenty to tell my congress- 
man as soon as I have the opportunity. 

1/Lr. R. Mitton Smitru 
APO San Francisco, California 


Specialists Like It Too 


Dear Sir: 

May I take this opportunity to extend our appreciation 
for the very superior arrangement of our article, “Neurology 
in Office Practice,” (April issue of GP), the handling of 
illustrations, etc. 

You will also be interested to know that we have been 
flooded with requests for reprints, many from professors 
in other specialties, and others out of the general practice 
field. It is always gratifying to know that one’s journal is 
read more widely than by the group for whom it is intended. 

James L. O’Leary, M.D. 
Washington University School of Medicine 
St. Louis, Missouri 


A Helpful Friend 


Dear Sir: 

Enclosed is a check for a gift subscription to GP for my 
friend, Edward E. Christensen, a sophomore at the Univer- 
sity of Wisconsin Medical School. 

I enjoy your magazine very much and it has been very 
helpful at times in reviewing subjects for school. The format 
of GP is superb and you should be commended for your 
efforts to make it an attractive publication. 

Curtis C. KNIGHT 
University of Wisconsin Medical School 
Madison, Wisconsin 


Each tablet contains: 
ll 50 mg. 
Acetophenetidin .. . . . 100 mg 


Dose: One tablet q.i.d. starting 
5 days before expected onset of 
menses, 
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The Calendar Holds the Key... 


In tension-anxiety states, consider 
premenstrual tension . . . when cramps, leg 
pains, nausea, irritability, insomnia, and 
edema appear regularly before menstruation. 
Evidence shows these symptoms are 
due to excess fluid balance—effectively 
reduced in 82% of cases with M-Minus 5.1 


1. Vainder, M.: Indus. M. & S., 22:183 


Antitensive and Analgesic 
for Premenstrual Tension 
and Dysmenorrhea 


WHITTIER LABORATORIES, 919 North Michigan Ave., Chicago 11, Ill. 
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your hay-fever patients will prefer 


O-PYRONIL 


(PYRROBUTAMINE COMPOUND, LILLY) 


to any other antihistaminic 


‘Co-Pyronil’ affords 


rapid relief 
—within fifteen to thirty minutes 


complete relief 
prolonged relief 
with fewer side-effects 


—rarely causes sedation, even on high dosage 


Maximum Duration of Effect in 50 Percent of Guinea Pigs Subjected 
to a Histamine Aerosol (Hours)* 


PYRONIL 
PRODUCT A 
PRODUCT B 
PRODUCT C 
PRODUCT D 


Dose: 1 or 2 pulvules every eight to twelve hours. 


NEW 


SUSPENSION CO- PY RO N | L 


Taste-tested and approved by the Junior Taste Panel. 
Each teaspoonful of suspension is equivalent to half the 
formula contained in one Pulvule ‘Co-Pyronil.’ 

* Proc. Soc. Exper. Biol. & Med., 80:458, 1952. 


Littl Y ANDB COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 
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Editorials 


Shortage or No Shortage? 


Is THERE a shortage of physicians in the United 
States? Recently Frank G. Dickinson, Director of 
the A.M.A. Bureau of Medical Economic Research, 
has given a partial answer to this plaguy question. 
His studies on the distribution of physicians have 
been spoken, preprinted, printed, and reprinted 
enough to make them familiar to all. Those master- 
ful studies indicated that, in 1950, there was a 
national ratio of population per active physician of 
958. Moreover, the physicians were so well distrib- 
uted that only a few hundred additional physicians 
would have been enough to improve the situation in 
those areas—mainly in the sparsely populated West 
~-where physician-population ratios seemed dis- 
tinctly unfavorable. That fact was appraised by Dr. 
Dickinson as “a somewhat pointed comment for the 
special benefit of those who have predicted a short- 
age (of physicians) anywhere from 22,000 to 49,000 
in 1954 or 1960.” 

So, all of the studies and reports that have origi- 
nated in the Bureau of Medical Economic Research 
seem to show too conclusively for argument that 
there has not been, is not now, and will not be a 
statistical result to indicate that more physicians 
are needed in the United States. Still, it is worth 
considering that Dr. Dickinson and those to whom 
he directed his “somewhat pointed comment” may 
not be talking about the same thing. The econo- 
mist-statistician is concerned with physician-popu- 
lation ratios that have been accepted rather arbi- 
trarily as satisfactory for the health needs of the 
nation. Of course it can be argued that those arbi- 
trary standards are indeed “satisfactory,” because 
mortality, morbidity, and longevity statistics are 
wetting better all the time. But such statistical meth- 
ods are inadequate to answer an enlargement of the 
question that introduced this editorial: Is there a 
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shortage of physicians in terms of optimal (not mini- 
mal) heaith needs of the United States? 

There are a number of reasons to suggest that 
this longer question must be answered, “Yes, there 
is a shortage.” First, there is a troublesome disparity 
between the number of interns and the number of 
internships. Admittedly, Dr. Dickinson was not 
concerned with this in his present evaluation, be- 
cause he classified interns as “inactive” with regard 
to the practice of medicine. Actually, inclusion of 
interns as physicians, in computation of physician- 
population ratios, would have made his case all the 
stronger, but it would not have changed the minds 
of those responsible for running hospitals. As far 
as they are concerned, medical schools should be 
graduating about double the present number of 
physicians. 

Second, there seems to be a need for more teach- 
ers and research workers in and out of the medical 
schools. At least a good many deans are losing sleep 
over the problem of finding more good men for their 
school faculties (and incidentally of finding more 
good money to pay them with). The shortage of 
teachers aad investigators is a complicated, danger- 
ous thing. Scientific knowledge is expanding so 
rapidly in all spheres that it is difficult to foretell 
the needs of the medical schools. The situation in 
medical education is analogous in some respects to 
the traffic problem in most major cities, if you’ll 
think of the automobiles as bits of valuable informa- 
tion and the city streets as the educational media 
(teachers included). 

Third, any physician who has been active in the 
practice of medicine and who has kept his eyes and 
ears open can recognize signs of a shortage of phy- 
sicians. Most private practitioners are so busy with 
a constant round of people with complaints that 
they have little or no time for attention to methods 
for promotion of health and prevention of sickness. 
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Like the housewife in a present-day television com- 
mercial, the practitioner’s life moves to the refrain 
“busy day, busy day, busy day,” so that he is hard 
pressed for time for study, academic duties, civic 
responsibilities, and family life. Moreover, all around 
him the practitioner finds signs that even his time 
for curative efforts is spread too thin—signs best 
seen in the flashing neon red and green and blue 
of successful chiropractors, naturopaths, and other 
cultists. 

Arm-chair observations like these do not prove 
there is a shortage of physicians. They lack the con- 
viction of a statistical analysis, and they are neces- 
sarily incomplete because no one has defined opti- 
mal health needs to everyone’s satisfaction. How- 
ever, most practicing physicians might accept the 
idea that “optimal” is something better than is be- 
ing done now. On this basis, therefore, the obser- 
vations suggest that there is a shortage, and they 
seem to prove a need to remain critical and to in- 
vestigate the problem further. 

It may well be that the observations that suggest 
a shortage, on further investigation, will be found 
to indicate that the shortage is purely relative — 
relative not in the sense of imperfections of distri- 
bution, but relative in the sense that physicians’ 
talents and knowledge are not being used efficiently. 
There are good reasons for supposing that this is 
partly so. For example, an intern has had four years 
of schooling to prepare him for specific medical 
tasks. He has entered a hospital supposedly for the 
practical application of what he has learned in 
school. But, in any busy hospital, the chances are 
that he will perform numberless time-consuming 
tasks that could be done by people who would need 
considerably less educational background. And the 
day-to-day activities of private practitioners are 
heavily loaded with similar inefficiencies. 

At the conclusion of one of his essays on the dis- 
tribution of physicians, Dr. Dickinson wrote: ‘'With 
this study of geographic distribution completed, 
the Bureau (of Medical Research) will start making 
plans for a future study of the functional distribu- 
tion of physicians, as that will probably be the next 
line of attack.” This is hopeful. If “functional” 
means all it should, this next study by the Bureau 
may settle some of the problems that the geographic 
study was not intended to touch. 


Placebos Also Cause Reactions 


Tue therapeutic trial is one of the commonest types 
of clinical investigation. It consists essentially of 


three steps: (1) administration of a drug for the 
purpose of influencing the manifestations of a dis- 
ease; (2) making a record of the effects observed ; (3) 
evaluation of those effects as good, bad (toxic), or 
indifferent (no effect). All of this is quite subjective 
on the part of the investigator and the people treat- 
ed unless some method of control is devised. 

Generally speaking, there are two basic methods 
for control of a therapeutic trial. These may be used 
individually or in combination. The first is the con- 
trol obtained by analysis of previous experience 
with the patient or with other similar patients. For 
example, this method sufficed for evaluation of peni- 
cillin treatment of bacterial endocarditis. That dis- 
ease had been known to have a mortality rate of 
about 100 per cent when symptomatic and sup- 
portive therapy alone was employed. The rate came 
down to about 90 per cent with sulfonamide ther- 
apy. When penicillin treatment lowered the rate to 
about 30 or 40 per cent, it could be concluded that 
this was indeed an effective method of treatment. 

Aside from the problem of deciding what con- 
stitutes a significant experience in a statistical sense, 
there is one important pitfall in this method—in- 
complete or inaccurate assay of the previous expe- 
rience that is being used as a control. It is clear 
how this might be so when one considers that not 
long ago the immediate mortality rate from acute 
myocardial infarction was thought to be about 50 
per cent. Now the rate is thought to be about 20 
per cent. This is not a tribute to therapeutic im- 
provement, nor is it to be ascribed necessarily to a 
natural evolution of the disease. Rather, the change 
in mortality rate is largely a consequence of the de- 
velopment of a more complete experience with the 
disease. In addition, some diseases do change. The 
course of the influenza that devastated the popula- 
tion of the world in 1918 can hardly be compared 
with the influenza that prevailed in the United 
States last winter. For these reasons, it is often 
necessary to be sure that the basis for comparison 
is a current one. Usually this is accomplished by 
the alternate-case technique—the results obtained 
in patients who receive a form of treatment being 
compared with the results in alternate matched pa- 
tients who do not receive that treatment. 

The second method for control of a therapeutic 
trial is by the use of placebos. This is especially ap- 
plicable where subjective responses of patients or 
investigators may largely influence evaluation of the 
treatment. The use of placebos requires certain pre- 
cautions. One of them is the “double blind” pro- 
cedure—a term that indicates that neither patients 
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nor investigators have any way of knowing (or 
guessing) whether an individual patient is receiving 
drug or placebo until results have been recorded. 

Another consideration pertains to the physio- 
logic effect of the placebo itself. Wolf and Pinsky 
wrote about this in the Journal of the American Med- 
ical Association for May 22, 1954. They used a modi- 
fication of the ‘double blind” technique for com- 
parison of the effects of mephenesin with those of a 
placebo in patients having subjective and objective 
manifestations of anxiety and tension. It was found 
that the drug and the placebo had equivalent good, 
indifferent, or “toxic” effects. 

The important lesson from this study is not that 
mephenesin had no special advantage for the relief 
of the patients’ symptoms, but that the placebo did 
cause improvement in some patients and “toxic” 
effects in others. 

All these facts are important not only in formal 
clinical investigations. They are equally important 
to the physician in practice. They enable him crit- 
ically to evaluate reports about new drugs and new 
methods. 

He can also apply the same critical attitude to his 
personal observations of the effects of the drugs 
he prescribes. Then, when a patient reacts in some 
way to a potent pharmacologic agent, the physician 
can always wonder: was it the drug, or is this 
patient a placebo-reactor? 


Funds for Medical Education 


Tue 1953 report of the American Medical Educa- 
tion Foundation was widely circulated in May—re- 
ceived its full share of optimistic approbation when 
the A.M.A. House of Delegates met in San Francisco. 
As noted in GP for June, there are good reasons 
for hoping that 1954 will be the first year in which 
collections approximate the full annual financial 
deficit of the medical schools—an estimated ten 
million dollars. 

First, the contributions of individual physicians 
to the American Medical Education Foundation are 
swelling from year to year — $91,392 in 1951, 
$291,478 in 1952, $467,217 in 1953. In 1951, these 
contributions amounted to only 14 per cent of the 
total of $640,682 turned over to the National Fund 
for Medical Education; by 1953 they constituted 
nearly half of the total of $1,044,602. 

Second, 1954 marks the second year of activity 
for a Committee of American Industry, set up by 
the National Fund for Medical Education. Through 
the efforts of this committee in 1953, gifts from in- 
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dustry totaled $1,367,979—a boost of 74 per cent 
over the record for 1952. The efforts of the commit- 
tee chairman, Colby M. Chester (General Foods 
Corporation), deserve special commendation. Some 
measure of the impact of his work was apparent in 
the writings of columnist George Sokolsky who de- 
voted his column of May 19 entirely to “First Aid 
for Medicine.” After discussing the needs of the 
medical schools and the background of the Com- 
mittee of American Industry, Mr. Sokolsky had 
this to say: 

**One would imagine that some of the huge foun- 
dations could provide this entire sum without the 
disadvantage of being investigated at some later 
date. When the current activities of some founda- 
tions are examined, the question does arise whether 
the judgments of those in charge are always sound 
in relation to the best interests of the United States. 
Of course, these people have the legal right to spend 
the money they control as they choose. 

‘But when I met Colby Chester, who is no longer 
a young man, on a plane recently coming up from 
Memphis, Tenn., and he told me that he was chas- 
ing all over the country hunting dollars for this 
cause, I wondered why there was not an easier way 
to gather this comparatively small fund for so use- 
ful a purpose. It ought to be collectible in midtown 
New York where hundreds of millions of dollars go 
a-begging to be expended for less useful purposes. 
Some foundations have difficulty finding worthy 
causes for their funds. This is a cause against which 
there cannot be a single objection.” 

The growing success of the National Fund for 
Medical Education and the A.M.E.F. is a tribute to 
a number of organizations and individuals—among 
them two great physicians, Elmer Henderson and 
Frank Lahey, who devoted the last months of their 
lives to this cause. But most of all, that success is 
a lesson for all people, in and out of the United 
States—a lesson in the effectiveness of all that is best 
in “free enterprise.” 


Treatment of Tuberculosis 


IN THIS COUNTRY, at least, the usual site of initial 
tuberculous infection is the lung. There a minute 
primary lesion develops. Occasionally there are ac- 
companying manifestations of illness, and rarely 
physical or x-ray examination may disclose the le- 
sion. 

Usually the only evidence of the infection is 
the development of a positive tuberculin test; the 
infected person appears normal in all other respects. 


Later he may develop clinical evidence of tuberculo- 
sis—commonly called reinfection tuberculosis. 

Reinfection tuberculosis may occur exogenously, 
that is, as a result of a fresh inoculation with tuber- 
cle bacilli from without; or the primary tuberculous 
lesion, hitherto quiescent and asymptomatic, may 
be reactivated. 

With good public health measures for prompt 
detection, immediate isolation, and early treatment of 
tuberculosis, the opportunity for contagion by con- 
tact with open tuberculosis will be diminished. It 
is likely that, in the future, reinfection tuberculosis 
will be predominantly endogenous. 

Epidemiologic principles indicate that for the 
successful control and eradication of any disease, 
a specific test is needed for detection of the disease 
soon after its onset, and a specific method of treat- 
ment should be available. When the tuberculin test 
converts from negative to positive, one can diag- 
nose tuberculous infection promptly. Drugs are 
available that at least suppress tubercle bacilli and 
possibily in combinations may destroy them. This 
raises the question of the advisability of administer- 
ing these drugs promptly following the initial inva- 
sion by tubercle bacilli, that is, when the tuberculin 
test converts from negative to positive. 

In Diseases of the Chest for April, 1954, Waring 
strongly urges that recent tuberculin-converters, 
with or without visible primary lesions, whether 
children or adults, should receive chemotherapy. 
The lesions of developing primary complexes are 
so small and vascular that all tubercle bacilli should 
be reached readily by drugs in the blood stream. 
This latter factor, as well as the others mentioned, 
leads Myers, commenting editorially in the same 
journal, to support strongly the suggestion made 
by Waring. 

Since such a small percentage of people who have 
a positive tuberculin test ever develop manifest tu- 
berculosis, it seems impractical to administer chem- 
otherapeutic agents for long periods of time to all 
persons who have a positive tuberculin test or who 
have recently converted from negative to positive. 
Rather it would appear more logical to limit the 
therapy to infants who convert from a negative to a 
positive tuberculin test, for in this group the inci- 
dence of disseminated forms of tuberculosis is high- 
est. 

Since meningeal tuberculosis has not appeared 
in any patients who are receiving isoniazid, this 
drug should be included in the treatment regimen. 

For other groups, the presence of a positive tu- 
berculin test should indicate the necessity for care- 


ful follow-up examinations in order to detect the 
development of reinfection. Prompt treatment of 
these lesions is so effective that they can be expected 
to be brought under complete control. 

It has yet to be demonstrated that any combina- 
tion of antituberculous agents destroys completely 
all tubercle bacilli. Ifa drug or combination of drugs 
can be shown to be that effective, then it may be 
rational to employ routinely the drug or combina- 
tion with the onset of any tuberculous infection. 


Doctor, How’s Your Health? 


““CASE-FINDING” METHODS have been emphasized 
for the population at large, and in particular for 
people admitted to hospitals or attending doctors* 
offices. One important group who somehow evade 
such surveys are physicians themselves. Nobody 
walks faster past a mobile unit for chest films or 
stays away from a doctor’s office more faithfully 
than a hard-working physician. But physicians are 
not immune to the ills for which they advocate 
“case-finding” or periodic examinations in other 
people. Witness what happened at the Annual 
Assembly in Cleveland last March. 

As reported by the National Tuberculosis Asso- 
ciation in the news section of this issue, the chest 
x-ray demonstration at the Assembly gave some dis- 
quieting results. The demonstration was sponsored 
jointly with the United States Public Health Service 
and the American Hospital Association. During the 
several days of the Assembly, 500 physicians had 
their chests x-rayed at the exhibit. Twenty-two of 
them (4.4 per cent) were found to have roentgen 
evidence of disease. On the basis of previous expe- 
riences with this “case-finding” technique, it’s a 
good bet that sixteen or seventeen of those twenty- 
two doctors hadn’t known there was anything 
wrong with them until they received reports on 
their survey films. 

Recalling that this same Assembly witnessed the 
launching of the campaign for ‘‘A Family Doctor for 
Every Doctor’s Family,” it seems highly significant 
that there were about 2,000 other physicians who 
failed to obtain a chest film at the Assembly. Allow- 
ing all sorts of margins for error, there must be 
a sizable group who need that family doctor in a 
hurry, because they’re sick and don’t know it. And, 
doctor, whether you are one of the 500, or one of 
the 2,000, or one of those who stayed at home, how 
is your health? 

The chances are you can’t answer the above 
question, but your family physician can! 
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ACROSS THE 


Smoke Gets in Your News 


in sprre of efforts of cigarette manufacturers to sof- 
ten the impact of writings that relate smoking to 
serious organic diseases (particularly bronchiogenic 
carcinoma) the troublesome topic continues to be 
discussed. About the best the manufacturers have 
been able to do is to popularize the thought that, 
although the incidence of lung cancer has increased, 
no one has proved that cigarette smoking is a cause. 
They hold to the line, ‘Wait and see, but mean- 
while keep on smoking.” 

For obvious reasons, this dictum has not been too 
consoling to physicians who take a scientific interest 
in the problem. Many of them have openly agreed 
that an etiologic relationship of smoking and bron- 
chiogenic carcinoma has not been proved, but they 
balk at the advice to keep on smoking while waiting 
to see. 

For example, according to newspaper accounts, 
when Dr. Richard Overholt talked about lung 
cancer at a meeting of chest physicians in Atlantic 
City last May, he said that, until more is known 
about the cause of this disease, smokers should 
stop inhaling the smoke. The implications of a 
statement like this from an authority like Dr. 
Overholt are enough to worry any intelligent smok- 
ers who may previously have begun to feel safer 
about their addiction. 

Then on June 21, as science-writer Milton Silver- 
man put it, “The medical ax dropped on cigar- 
ettes ...”” The occasion was the publication of a 
preliminary statistical report from the American 
Cancer Society at the San Francisco meeting of the 
American Medical Association. That report dis- 
closed that cigarette smokers among men, between 
50 and 70, have a death rate higher than nonsmok- 
ers of the same age by as much as 75 per cent. 
Cancer and coronary artery heart disease were the 
conditions primarily responsible for this effect. 
Within a few days after this report appeared, physi- 
cians all over San Francisco were burning their 
tongues with pipes and cigars, while the prices of 
tobacco company stocks plummeted. 

To add to the cigarette manufacturers’ worry, all 
sorts of suggestions are being offered to help the 
smoker become a nonsmoker. These range from the 
substitution of a new addiction to methods for rein- 
forcement of will power. 
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As a prime example of recommendations of new 
addictions, the novelist and essayist, Aldous Hux- 
ley, in his book The Doors of Perception, discusses 
the use of the drug, mescalin. as a replacement for 
alcohol and tobacco. As reported in the Saturday 
Review, Huxley writes, “Most men and women lead 
lives at the worst so painful, at the best so monoto- 
nous, poor, and limited that the urge to escape, the 
longing to transcend themselves if only for a few 
moments, is and has always been one of the princi- 
pal appetites of the soul.” In addition to “art and 
religion, carnivals and saturnalia, dancing and lis- 
tening to oratory,” he holds that self-transcendence 
depends upon the use of chemical intoxicants. For 
that purpose, he believes mescalin is superior to 
cocaine, opium, alcohol, and tobacco. 

One of the most interesting suggestions of a sub- 
stitute for smoking came from Dr. William Kaufman 
in a letter published in the Journal of the American 
Medical Association for May 22, 1954. He has found 
that a heavy smoker can be rid of his addiction sim- 
ply by learning to breathe properly. Kaufman had 
observed that a heavy smoker often hypoventilates 
except at times when he is actively smoking. It was 
reasoned that, between cigarettes, the smoker is 
tense and uncomfortable because he is breathing 
inadequately, and that he relaxes not from the phar- 
macologic effect of tobacco smoke but from the in- 
fluence which the cigarette has on his respiratory 
pattern. 

To test this hypothesis, Kaufman prescribed 
breathing exercises—found that by this method, 
heavy smokers could ‘stop smoking without experi- 
encing undue difficulty.” 

Still, neither mescalin nor breathing seems to be 
a serious threat to the popularity of cigarettes. Hux- 
ley is quick to admit that mescalin is not yet the 
ideal drug—has unpredictable and unpleasant side 
effects for some users. And as for breathing, it’s 
hard to believe that breathing, however well exer- 
cised, offers the opportunity for self-transcendence 
that Huxley believes is the basis for addiction to 
cigarettes. 

(So, for those who plan to keep on smoking but 
who nevertheless worry about lung cancer, it might 
be a good idea to have a chest film every three 
months. This would seem to afford some hope that 
if a cancer appeared, it would be detected in a re- 
sectable stage.) 
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BY WALTER H. GERWIG, JR., M.D. 


George Washington University School of Medicine 
Washington, D. C. 


THE FIRST, most important, but often disregarded, 
cardinal principle of hemorrhoid surgery is that it 
should never be undertaken without first perform- 
ing a proctosigmoidoscopic examination. The pres- 
ence of hemorrhoids in no way precludes the exist- 
ence of another and possibly more dangerous lesion. 


A regular proctoscopic table is preferable, but by 
no means essential, for adequate examination. Digi- 
tal and anoscopic examinations can be carried out 
very well in the knee-shoulder position, and excel- 
lent lighting obtained by head mirror reflection 
(Figure 1). No longer is it necessary for patients to 
undergo the discomfort of cleansing enemas or the 
inconvenience of repeated visits to the office for 
proctoscopic study. As soon as the anal examination 
has been accomplished, the proctoscope may be 
introduced, and in an occasional patient, the lower 
bowel segments will be clean enough to permit a 
complete and satisfactory examination. The major- 
ity of patients, however, will require bowel cleans- 
ing. Four ounce disposable units of a saline enema 
are now available (Fleet’s Enema). The nozzle of the 
unit may be introduced into the anus, and the con- 
tents instilled. In four or five minutes, the patient 
experiences the urge to defecate. The results have 


been excellent in several hundred patients cleansed 
in this manner. 

It is interesting that today five times as many pa- 
tients are found to have polyps of the rectum as 
ten years ago. This, obviously, means that five times 
as many physicians are taking the trouble to use the 
proctoscope as a cancer prevention instrument in 
search of these premalignant lesions. 


Figure 2. 
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Operation 


The patient may be placed in various positions, 
but the anterior jack-knife position, with the but- 
tocks held apart by adhesive tape traction, has 
many advantages (Figure 2). An ideal anesthetic 
method is one that affords complete sphincter relax- 
ation such as by caudal or a low spinal technique. 

There are many methods by which a hemorrhoid- 
ectomy may be performed. The open procedure, 
with segmental creation of a stalk and suture-liga- 
ture management of the apex, seems to fulfill all 
necessary requirements. 

Hemorrhoids are varicosities which may be 
classed as external or internal, depending upon 
their location in reference to the anorectal line 
(Figure 3). By using a light clamp, such as a Babcock 
forceps, which will slip off in the event too much 
traction is exerted, one tends to handle the tissue 
more gently. An incision made in the skin and a 
cleavage plane created peripheral to the vascular 
area will result in less bleeding (Figure 4). This 
again reduces the trauma associated with the ap- 
plication of many clamps, and numerous ligatures. 

By exposure, identification, and retraction of the 
sphincter, injury to the latter, with possible ulti- 
mate incontinence, is avoided. The exposure thus 
obtained permits the application of a proximal hem- 
ostatic suture-ligature which will control bleeding 
(Figure 5). 

The proximal hemostatic suture-ligature is cut 
short, and a distal inspection suture-ligature is ap- 
plied (Figure 6). The latter is left long so that in 
the event of any postoperative bleeding, traction 
upon this suture will allow immediate exposure of 
the bleeding point. 

Adequate tissue for microscopic examination may 
be obtained (Figure 7), yet the remaining stalk, 
which will slough in four to six days, tends to pre- 
vent the ligatures from slipping. 

The use of a Penrose drain (Figure 8) permits 
early detection of any bleeding yet seems to cause 
less involuntary sphincter spasm than a large rub- 
ber tube wrapped in Vaseline gauze. By permitting 
the skin margins to remain open, pain and the pos- 
sible formation of an abscess are less likely than 
following the cosmetic closure type of operation. 

As many segments can be removed as necessary, 
providing a bridge of mucosa 4% cm. in width is al- 
lowed to remain in order to avoid the later devel- 
opment of stricture or stenosis (Figure 9). 

Complete healing by granulation and epitheliali- 
zation usually occurs in three to five weeks. 
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The immediate postoperative care consists of 
measures designed to control and reduce discom- 
fort as well as to re-establish normal bowel activity. 
Analgesic drugs, tepid Sitz baths, and more recently 
the use of muscle-relaxing agents and continuous 
caudal anesthesia are used to reduce pain. The 
early passing of a soft stool is aided by an anti- 
constipating regular diet and frequent doses of 
mineral oil which are begun usually the evening be- 
fore hemorrhoidectomy. 

Twenty-four hours following the procedure, 
when the danger of a severe immediate postopera- 
tive hemorrhage ceases to be a problem, the Pen- 
rose drain is gently removed and the long ends of 
the inspection suture-ligatures are cut short. Both 
the inspection and the hemostatic suture-ligatures 
are of absorbable material and do not require any 
further attention. 

When employing the type of operation described 
herein, it is usually not necessary to perform a 
digital examination before the end of ten days. 

The surgeon should try to anticipate the prob- 
lems of the post-hemorrhoidectomy patient, who 
frequently has been told to expect a lot of pain, 
and therefore will be most grateful for any effort 
employed for quick and complete pain control. 
During the healing stage, chafing and pruritus re- 
sulting from a drainage may be quite annoying. By 
forewarning the patient to avoid spices and by 
prescribing extra cleanliness of the area and the 
application of a bland salve, this can be avoided, 

It seems wise to recheck the patient periodically 
for at least one year. 


Figure 9. 
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Management of Anviety in Poliomyelitis 


BY GEORGE J. 
Wilmington, Delaware 


BOINES, M. D. 


During a poliomyelitis outbreak, anxiety-tension states prevail in a large segment of the population. Patients 
and their parents are especially affected. From the therapist's viewpoint, this problem deserves as much 
attention as the physical symptoms of the disease. Control of the anxiety makes the whole program of therapy 


easier and more fruitful. Chief measures for this purpose are (1) education, (2) reassurance, 
(3) mild sedation, and (4) avoidance of hospitalization whenever possible. 


THERE are few diseases that create panic and fears 
comparable to those of poliomyelitis. The fear is 
drilled into the general population, with the chil- 
dren being singled out, either intentionally or not, 
as special targets. During yearly campaigns for 
funds, the public is frightened by the emphasis on 
the crippling effects of the disease. They see respi- 
rators, crutches, braces, and wheel chairs on post- 
ers, on television, and in the movies. This emotional 
reaction is further increased by the sight of a few 
poliomyelitis victims in their school or neighbor- 
hood. 

The impression is thus gained that all patients 
contracting poliomyelitis become cripples. As a 
result, the population as a whole has been made 
emotionally susceptible to this disease. One can 
only wonder how a child feels when the possibility 
of poliomyelitis appears. The thought of pain and 
loss of freedom of play contributes to the fear. In 
the adult, the possible loss of social and economic 
independence becomes a serious source of worry. 


The rousing of group hysteria can be justified 
only as a fund-raising expedient. Statistically, polio- 
myelitis has a high recovery rate and a low mortal- 
ity rate. The over-all functional disability which 
might result is less extensive than that seen in many 
other diseases. Although occasionally the prognosis 
is not so favorable, it is wrong to deny even these 
patients the hope they so optimistically expect from 
the physician. The medical profession is ethically 
bound, therefore, to present the facts about polio- 
myelitis at every opportunity and to sponsor a sys- 
tematic educational program. 


The Patient’s Personality 


The poliomyelitis patient is usually concerned 
and uncertain about his disease. Frequently he re- 
acts with emotions that may influence his desire to 
co-operate with the physician. Although a patient 
may be a well-organized individual, he definitely 
needs every possible assistance his physician can 
give him to make necessary adjustments. 
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Successful management of a poliomyelitis patient 
is not restricted to knowing what laboratory tests 
to order for a confirmation of the clinical diagnosis, 
or which drugs should be prescribed. Of course 
these are necessary, but it is of equal, if not greater, 
importance to study and know the patient. To 
know the patient is to gain his confidence and to 
help him resolve emotional conflicts that interfere 
with successful treatment. 

Physician-patient relationship cannot be too 
strongly emphasized. The physician deals with hu- 
man beings who make every conceivable effort to 
survive. He serves, with great perseverance and to 
the best of his abilities, human beings who are tired 
and discouraged. Their physical and spiritual as- 
pects are inseparable. The physician’s function is 
immeasurably increased in importance as the phys- 
ical mechanism is made more susceptible to the in- 
fluence of the spiritual. One should never hesitate 
to solicit the aid of the patient’s spiritual adviser. 
The patient is thus helped to realize that the intense 
purpose of his physician is to conserve life and to 
prevent crippling if at all possible. 

As soon as poliomyelitis has been diagnosed, an 
education program is started in order to prepare 
the patient to face the problems that will arise. 
He and his family are reassured, and the availability 
of experienced hospital, medical, and nursing care 
are emphasized. Thus, not only apprehension and 
fear are mitigated, but the feelings of insecurity and 
uncertainty are eliminated. 


The Problem of Anxiety 


The great problem in the poliomyelitis patient 
and his immediate family is the anxiety and tension 
resulting from fear. It is much easier to treat, with 
much better end results, those patients in whom the 
anxiety tension state is successfully controlled. 

Ifa state of relaxation and tranquillity can be pro- 
duced in the patient and in members of the family, 
they are effectively relieved of their tension state. 
This leaves more time and energy for attention to 
purely physical details—early ambulation, muscle 
relaxation by curarization, an active exercise pro- 
gram, extended medical supervision, and good 
nutrition, 

Previous experiences with Dimethylane (National 
Drug Company) indicated that this compound 
might be useful in poliomyelitis patients. The use of 
such a therapeutic agent is only an adjunct in the 


be too strongly emphasized. 


management of patients exposed to stress. It helps 
_to produce a desirable state of relaxation. 
Dimethylane is available in 0.25-Gm. capsules, 
enteric coated. The dosage schedule for children is 
one capsule every four hours for three doses daily, 
continued for at least ten days, then two capsules at 
bedtime thereafter as long as needed. In adults, the 
dose is two capsules after breakfast, one after lunch, 
and two at bedtime as long as necessary. Similar 
amounts are given to parents who are in need of 
attention because of their anxiety-tension state. 
After the fifth day, the dose is reduced to one cap- 
sule three times daily for five days or longer, 
according to the requirements of the patient. 
Cheerfulness, attentiveness, and optimism are 
essential in dealing with a paralytic patient. These 
qualities should be exhibited by those who come in 
contact with the patient—the physicians, nurses, 
physical and occupational therapists, and the social 
workers. It is wise not to discuss poliomyelitis any 
more than is necessary. Emphasis is placed on the 
improvement that will result from the proper co- 
operation on the part of the patient and his family. 
Although the physician cannot be secretive with 
some paralytic adults about the disability that may 
result and about the adjustments the patient will 
have to make in the future, he must permit his 
optimism to exceed any discouragement he might 
feel. The co-operation of the family becomes a very 
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The natural home environment, associating with the family 
and friends, and participating in neighborhood activities 
have many advantages which are compensations 

for the extra care the patient may require. 


important tool in the psychologic preparation of the 
patient. Our present-day methods of rehabilitation 
and vocational training prepare every patient, re- 
gardless of the extent of involvement, to carry on 
some gainful occupation, so that financial and social 
independence can be assured. Modern orthopedic 
surgery, performed at the proper time, has a great 
deal to offer the patient who is severely paralyzed. 

In the young patient one can be more optimistic 
about improvement which will be manifested over a 
period of years. The greatest difficulty in the man- 
agement of poliomyelitis patients with severe paral- 
ysis is the proper adaptation of the parents to the 
changes that must be made to adjust to the “new 
life” made necessary by the paralysis. Often it must 
be decided whether to place the child in a hospital 
for crippled children for prolonged treatment or to 
keep him at home. The latter decision is to the 
patient’s advantage since he is raised as a member of 
the family without any special favors or any neglect 
as far as other children are concerned. The natural 
home environment, associating with the family and 
friends, and participating in neighborhood activities 
have many advantages which are compensations for 


the extra care the patient might require. Proper in- 
structions from the physician and physical ther- 
apist make it possible for the parent to carry out the 
necessary exercises at home without difficulty. 

The poliomyelitis patient should be allowed to 
take care of himself to the best of his abilities; the 

ordinary paralytic patient requires very little un- 
usual attention. The young patient should not be 
showered with attention, nor should he receive 
“pity” or special consideration because some part 
of his anatomy is paralyzed. With proper under- 
standing from the parents, the poliomyelitis patient 
will make every effort to adjust himself physically, 
socially, and psychologically. 

Poliomyelitis does not affect the patient’s mental 
capacities, nor does it have any influence on the 
glandular system. Therefore, there is no valid 
reason why he should not want to survive, to prog- 
ress, and to propagate. 

At times parents acquire a “guilt complex” when 
a member of the family contracts poliomyelitis. In 
these cases in particular, the parents need adequate 
medical and spiritual assurance to convince them 
that they were not responsible. This “guilt com- 
plex”’ is manifested by the excessive attention paid 
to the patient. 

There are instances where one parent will blame 
the partner for the child’s illness, with a detrimen- 
tal effect in the final care of the child. 

The emotional stress and the anxiety-tension state 
are intensified by the financial burden to the family 
for the long-term care required in poliomyelitis. 
Of course, this burden is considerably eased by 
assistance from the local chapters of The National 
Foundation for Infantile Paralysis. Additional 
assistance may be obtained from federal and state 
agencies interested in the welfare of crippled chil- 
dren and in supplying schooling and vocational 
training. 

The community health departments and the 
various medical and social groups can do a great 
deal in lessening the public tension regarding polio- 
myelitis by being adequately prepared to cope with 
any outbreak of the disease. All possible precau- 
tions should be taken and preparations made in a 
systematic way, so that the public will be assured 
that in case of any outbreak the best possible med- 
ical, spiritual, and financial care will be available. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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BY FRANCIS T. 
San Francisco, California 


HODGES, M.D. 


By and large, swimmers seem about as healthy a lot as any, and surely they have a splendid form 

of recreation. At swimming pools, there are a number of potential hazards that require good safety measures 
to prevent drowning or injuries. The pool water is a kind of community culture broth, 

although infectious agents are kept in check by thorough chlorination. Clean locker rooms and clean, 


healthy swimmers are important too. 


THERE is probably no form of recreation more uni- 
versally enjoyed than swimming, and it is unlikely 
that any variety of exercise is as beneficial. The 
degree of exertion is capable of infinite variation, 
ranging from complete freedom from motion in 
floating, to the most strenuous use of the majority 
of the body’s muscles. The therapeutic advantage 
of both passive and active exercise, without the 
fatiguing effects of weight support, may be readily 
recognized, for body buoyancy renders one’s float- 
ing weight trivial. 

Swimming, in supervised, guarded pools, comes 
close to being our safest public recreation, as well 
as healthful generally. 

As with all types of activity, however, there are 
a variety of illnesses, injuries, even catastrophies, 
which are peculiar to it. The violent and dramatic 
ones are more apt to draw public attention, but the 
usual and commonplace may occupy a consider- 
able amount of a physician’s summer time, and 
often tax his ingenuity. 


Drowning 


Drowning itself is a preventable accident, and is 
relatively rare at the properly supervised pool, but 
it does happen, on occasion, although the actual 
rescue, or the retrieving of the body, is seldom the 
task of the physician. Not all the deaths that are 
attributed to drowning are actual drownings, and 
enough examples of misunderstanding of the mech- 
anism of drowning exist to cause much confusion 
in coroners’ reports. 

Mechanisms. Drowning is far more the absence 
of air than it is the presence of water. It is asphyxia- 
tion, as by strangulation, tracheal obstruction, or 
hanging (not, of course, the cord injury of hang- 
ing). To test the buoyancy of a segment of lung 
will not determine whether drowning caused death. 
Water may or may not enter the lung. Laryngeal 
spasm, more often than not, effectively seals off the 
trachea upon contact with the first incoming water, 
and the patient dies deprived of air, as does the 
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neglected anesthetized patient who expires in laryn- 
geal stridor. Exhalation is accomplished fairly read- 
ily, inhalation not at all, in these cases. 

In a few cases, the lungs are waterlogged, to be 
sure, but the time of entry of this water should be 
considered. Last unconscious inspiratory efforts, 
after relaxation of the cords or epiglottis, may per- 
mit this water to enter. In a few examples foreign 
bodies may have entered the trachea, preventing 
laryngeal closure. Dentures, debris, chewing gum, 
have all been responsible. In fact, some cases of re- 
ported drowning have actually been fatal asphyxia- 
tion from such objects. Oddly enough, I read last 
week of such a death from chewing gum. 

There are other precipitating causes of drowning 
which must be considered, as must the cases of 
apparent drowning. Epilepsy is one of these. An 
unrecognized seizure has led to drowning in a num- 
ber of cases. Epileptics must be warned against 
swimming unless in the constant presence of some 
informed and strong companion. Sudden massive 
cerebral hemorrhage has rendered more than one 
swimmer helpless, as has a precipitate coronary oc- 
clusion. I have spoken with a swimmer seized with 
an attack of Méniére’s disease, whose panic, and 
profound giddiness almost resulted in his drowning. 
The incapacitating abdominal cramps which some- 
times double up swimmers are not a myth, and have 
at times rendered expert swimmers helpless. 

First Aid to the Victim. While the physician is 


seldom on the scene when drowning or apparent 


drowning takes place, and while he rarely is the 
first one attempting a service in such an emergency, 
a quick but careful appraisal of the situation is the 
first requisite. Is there-a pulse? Is there breathing? 
I have come upon the scene of a swimming rescue 
to find the confusion compounded by the victim’s 
protestations that he did not want the artificial res- 
piration, being administered with vigor and purpose 
by his determined benefactors! This is more of a 
problem than might be guessed, for many an ama- 
teur life saver has looked for the barest excuse to 
exercise his knowledge of resuscitation. 

The bare margin of time—those few minutes dur- 
ing which the heart will beat after respiration has 
stopped—is almost always the opportunity of the 
first-aid trained layman. If he has learned his lessons 
well, he may be of more aid at the start than the 
physician. When you arrive at the scene, before 
you interfere with artificial respiration in progress, 
be certain you know more about it than the first 
aider (some doctors don’t!). There are many things 
the doctor can busy himself with, such as treatment 
of shock, preparation for transportation, manage- 
ment of the crowd. If resuscitation attempts are in- 
adequate, a trained person must take over. Artifi- 
cial respiration has no place if breathing is present. 
This is so elementary it hardly needs mention here, 
but it is so often administered when not needed. 

Methods of Resuscitation. The method is of im- 
portance, to be sure, but the prompt institution is 
more important when artificial respiration is con- 


Figure 1. Arm Lift - Back Pressure Method (Holger-Nielson technique). 
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1. Grasp arms above elbows for arm lift. 


2. Rock backward, lifting arms until firm 
resistance is met. 
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3. Place hands over lower part of shoul- 
der blades. 


4. Rock forward, exerting vertical pres- 
sure until firm resistance is met. 


Position of hands, feet, 
and knees. 
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cerned. The old-fashioned attempts to “get the 
water out of the lungs,” such as rolling the victim 
over a barrel, operated on erroneous principles. 
The archaic pulmotor damaged lung tissue and had 
the additional objection of not being present when 
needed. Fairly efficient respirators are included in 
many lifesaving stations. A tracheal tube, a modern 
recirculating complete anesthesia apparatus, plus an 
anesthesiologist rendering positive pressure admin- 
istration, conceivably represent an ideal method of 
resuscitation. This would seem to suggest that each 
swimming pool be constructed adjacent to a fully 
staffed hospital! 

The American Red Cross has trained thousands 
of laymen, and many physicians and nurses in 
artificial respiration. Until fairly recently, the Schaf- 
er method had been advocated, and it still is satis- 
factory. However, the Holger-Nielson technique, 
taught as the Arm Lift- Back Pressure Method (Fig- 
ure 1) has superseded it as more efficient because 
it is more correct physiologically. Any Red Cross 
First Aid Manual or Life Saving Manual can be con- 
sulted, and a session with a Red Cross instructor 
would be profitable to most physicians. 

Promptness and persistence are the basic essen- 
tials. It is of little value to theorize at the scene on 
the permanently damaging effects on the brain of 
impaired circulation, anoxia, etc. There have been 
enough proved cases of successful resuscitation at- 
tempts to make a good trial mandatory in indicated 
cases. 


Special Hazards 


Underwater Swimming. Certain fairly common 
hazards, the significance of which is not widely 
enough recognized, may lead to drowning. One of 
these is the vena cava compression collapse. I have 
seen this happen twice myself, and have heard of a 
number of other cases. The breath holding of un- 
derwater distance swimming attempts, in certain 
cases. may be sufficient to bring unconsciousness, 
presumably through the resultant increased intra- 
thoracic pressure. The distressed swimmer will 
quickly drown if not rescued immediately. In a 
crowded pool, this victim may never be missed 
until found at the bottom at closing time. This can 
happen to an expert swimmer. Underwater swim- 
ming events should be carefully watched. 

Breathing Devices. The spirit of adventure and 
the insatiable curiosity of youth may lead to some 
fatal experimentation, particularly in the deeper 
swimming places. There is much attention given to 
breathing devices in underwater swimming. as pub- 
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licity is given to the activities of “frogmen.”’ Home- 
made and even professional apparatuses can be 
death traps. A faulty valve in such a device can 
lead to drowning. Only the trained and expert 
diver should attempt the use of Aqua Lungs. 

Those of us who have been fascinated by tales of 
escaping prisoners, hidden under water, breathing 
through hoses to the surface, should study the 
pressure differential prevailing between a few feet 
below the surface and the top of the water. Only a 
tremendous effort can suck air down to the lungs, 
and that hose may suck all the air out. The dreaded 
“squeeze” of suit divers whose hose valve has failed 
is merely an extreme degree of the same phenome- 
non. 

The “snorkel” that many swimmers use to per- 
mit breathing while swimming at the surface, so 
they may watch the bottom, is only a foot or so 
long, and is harmless. It usually is equipped with a 
small ball valve to prevent the ingress of water. 

‘Breathing stations” have been tried at many of 
the more scenic swimming spots. Inverted glass 
boxes, filled with air, they may provide the under- 
water swimmer with a means of replenishing his 
air without surfacing. If fresh air is not constantly 
pumped to these stations, the oxygen-exhausted 
atmosphere, resulting from too much rebreathing, 
may cause collapse, and subsequent drowning. Such 
attractive nuisances are the responsibility and care 
of the proprietors of these places. 

The water circulating system of a pool can pre- 
sent serious hazards. At a large pool in Indianapo- 
lis, the life guard lost his own life by being sucked, 
buttocks-first, into the sixteen-inch outlet pipe until 
wedged there. It took a dozen men on the end of a 
rope to pull his body free..A strong narrow stream 
of water at an inlet has also produced intestinal 
rupture as a result of inadvertent backing against it. 


Injuries 


Striking of underwater bodies during board div- 
ing may render a swimmer unconscious and lead to 
drowning. The bottom of a pool, an unseen snag, 
or another swimmer beneath the surface, frequently 
are responsible. 

Fractures of the cervical vertebrae commonly oc- 
cur in such accidents, and extreme care must be 
exercised in examining these victims lest cord in- 
jury be caused or increased. Here, the overly en- 
thusiastic first-aider may be thinking only of artificial 
respiration and not the more critical condition. If 
spinal injury can be suspected, it is sometimes pos- 
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sible to aid in transporting the victim if the stretcher 
or board on which he is to be carried can be sub- 
merged under the floating, supported patient and 
gently raised until he can be carried out of the 
water. 

Falls at swimming pools are extremely common, 
and, because of the lack of protective clothing, the 
harder than usual surface, and the slipperiness 
caused by water, algae, etc., tend to be of more 
than ordinary seriousness. 

The abrasions usually are rather deep due to the 
rough surfaces, and lack of clothing. They tend to 
become macerated by water, and infection is not 
uncommon. In fact, a relatively new type of elbow 
and knee infection recently described in several 
countries is becoming fairly common, and almost 
epidemic at some pools. It is very similar to cuta- 
neous tuberculosis but is caused by a specific or- 
ganism, the Mycobacterium balnei. There is a 
tuberculoid granulation tissue, and the process is 
quite chronic and often stubbornly resistant to 
treatment. Apparently infection with this organism 
will render the tuberculin test positive in previously 
negative patients. Streptomycin appears to be effec- 
tive in treatment, but not PAS. Cultures of the 
organism have been isolated from a number of the 
pools where this swimming pool disease has broken 
out. 

Lacerations tend to be rather frequently of an in- 
cisional nature, and scalp injuries not uncommon. 
Infection is not unusual in these lacerations, and 
it may sometimes be wise to delay suturing if there 
is any question of an unclean wound. Many of these 
latter are the result of falls on the diving board, 
and a number of occipital lacerations occur from 
falls backward while running and slipping. There 
is more than an occasional subdural or extradural 
hemorrhage, and the physician should be on the 
cautious side in observing these cases for twenty- 
four hours or more. 

Simple contusions are common, but the afore- 
mentioned conditions lead to an inordinately high 
incidence of large hematomas. Muscle sheath rup- 
ture will be found frequently, and will often deserve 
prompt incision and repair. 

Dislocations are very frequent, and as with all 
such injuries, prompt reduction gives the best re- 
sults, but haste in reduction must not be observed 
at the risk of overlooking an associated fracture. 

As with all falls, Colles fractures are frequent; so 
are fractures about the elbow, shoulder, the patella, 
the femur, and the ankle. Lacking the extreme force 
of auto accidents, they are less likely to be com- 


pounded, but here again, the factor of no clothing 
padding must be remembered. Coccygeal fractures 
from the common pratfalls must be looked for. The 
vigorous and the young will be the most active 
about swimming pools, so more greenstick fractures 
than the brittle bone type will be seen. Well meant 
first-aid attempts must not be permitted to com- 
plicate the fracture cases. Bear in mind that the 
public activity nature of swimming pools will lead 
to many law suits, and keep your wits about you in 
the confused crowding of difficult medical attend- 
ance so that you remember the who, where, when. 
and how in order that your records may be accu- 
rate. 

As a last reminder regarding falls, realize the 
hardness of water jtself. Severe internal injuries may 
result from a belly-flop or a flat-back landing from a 
high board. Ruptured spleen, ear drums, liver, 
bladder, intestines, and stomach may result. It is 
best not to pass off as a joke the deflated ego of the 
diving show-off who has come a-cropper. He may 
be seriously hurt. 

Other injuries more common to swimming are 
the frequent foot lacerations from glass, metal, and 
sharp rocks, and burns of the feet from unextin- 
guished cigarettes. These latter can be deeply pene- 
trating, very slow to heal, and usually, if deep 
enough, leave a tender scar. Plantar papillomas com- 
monly are acquired at swimming pools. 


Hazards of the Sun 


The sun is another hazard, especially early in 
the season, when the first exposures take place. Sun- 
burn is a very real burn, and has been fatal. A good 
dose of it can make one acutely ill. The usual ad- 
vice to toast in gradually increased dosage is good, 
but there are certain of the protective lotions and 
creams that are of genuinely great value in prevent- 
ing some degree of burn. 

Treatment of severe sunburn is the treatment of 
any burn, but be sure that your treatment does not 
include the outmoded tannic acid, picric acid 
preparations. The first can produce a most uncom- 
fortable eschar, the second, genuine danger of 
toxicity to liver and kidneys. Incidentally, even 
boric acid can be absorbed in toxic amounts. Mild 
sunburn is soothed by most bland, chemically in- 
active creams and lotions, and lanolin is a good in- 
gredient of many of these. Do not use carbolated 
Vaseline. 

Heat stroke and heat exhaustion, two exactly 
opposite states produced by the same agent, require 
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quite different treatments. Both have disrupted the 
heat regulating mechanism of the body, but in 
different ways. Where the one may require sedation, 
and the other stimulation, it is easy to see that 
medical attention is vital, though the first-aider 
may be willing and helpful. 

Those basking in the sun may be little aware of 
its effect since they are disrobed. This is particularly 
applicable if a deceptively cooling breeze prevails. 
It is wise advice to the toasters to douse themselves 
with water from time to time. At least, they should 
keep their heads wet. It is rather dramatic to be 
called to see two persons in one beach party, stricken 
by the sun, and find one limp, pallid, moist with 
perspiration, with a weak thready pulse, while the 
other is florid, dry, with a pounding pulse, looking 
ready to pop! 


Infections 


Except for certain agents operating to hold in- 
fection in check, the swimming pool might be accu- 
rately called a community culture broth. Every- 
thing that is water soluble, dispersible, or suspensi- 
ble on a person, and much of what is in him may 
find its way into this universal solvent to be univer- 
sally applied to everyone in that pool. 

Sunlight, the best sterilizing agent, will act wher- 
ever it can directly reach. It cannot penetrate effec- 
tively into deeper water. It cannot sterilize slime. 
It cannot act in the showers and locker rooms. It 
does, however, play the major beneficial role out 
doors. 

Chlorination is the universally used chemical 
agent, and it is very effective, whether the water is 
directly treated by the pure gas or by hypochlorite 
type preparations. The gas is probably kinder to 
the eyes and mucous membrances. Chlorine effec- 
tively holds down the bacterial count of colon type 
organisms—the accepted gauge of swimming pool 
water sanitation—when present in carefully con- 
trolled amounts. It is the preferable agent in heavily 
used pools. Ultra-violet irradiation apparatus is 
useful, but it sterilizes only the water passing 
through the apparatus, and leaves no residual effect 
in the pool. 

There is no substitute for mechanical cleanliness 
of the pool and its surroundings. A sanitary pool, 
and a contaminated locker room are an unwhole- 
some combination. It is probably in the locker room 
and the shower that many of the infections are 
transmitted, 


Fungus infections of the skin, impetigo, scabies 
are locker room type infections, as are infestations 
with the various lice. The bare anus on a dressing 
bench infects it with pin worm ova, possibly amebic 
cysts. 

Our “culture soup” receives the anorectal dis- 
charges, often feces, as well as vaginal and urethral 
discharges, including catamenia, mouth, nasal, eye, 
and ear discharges, and those from wounds or in- 
fections of the skin. Some diseases are definitely 
transmitted through contact with these suspended 
contaminants. Infectious conjunctivitis is common, 
and epidemics of “pink eye” are occasionally traced 
to pools. 

External otitis is sometimes seen in considerable 
frequency in overburdened pools. Nasal and sinus 
infections are readily transmitted. It is conceivable 
that meningitis has been so carried. I have seen 
several minor epidemics of Vincent’s infection trace- 
able to swimming pools. 

It would be possible to trace many instances of 
other infections to swimming pools, I am sure. It 
also may, at times, be too easy to place the blame 
for an infection on a swimming pool. Tuberculosis 
must certainly be suspect. 

Poliomyelitis and the swimming pool are popu- 
larly associated ; whether rightly or not has not been 
proved as of this time. 

There are, of course, other chemicals used in 
treatment of pool waters. Alum preparations aid in 
coagulating and precipitating organic matter. Cer- 
tain copper salts are used in centrolling algae and 
similar plant growth. 

Various other chemical agents are used in one 
way or another to maintain sanitation and cleanli- 
ness. These sometimes lead to chemical irritations 
of various kinds. 

The health officer must have a set of regulations 
and standards to maintain health and sanitation. 
The absolute requirement that a soap shower be 
taken before swimming is a must, but difficult to 
enforce. Attendants who are on the watch for the 
obvious skin infections, open furuncles, etc., may 
help. 

The poor youngster with psoriasis takes a 
beating! And every skin ailment of the foot is not 
an epidermophytosis. Some of them are caused by 
the strong chemical footbaths the swimmers must 
pass through! Too much copper or chlorine in the 
water has caused many a chemical conjunctivitis, 
as well as rhinitis, so all is not cold that sniffles! 
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BY CONDICT MOORE, M.D. 


Department of Surgery, University of Louisville School of Medicine, 
Louisville, Kentucky 


Intraoral cancer is easily seen and is quite accessible for biopsy and treatment. Also it tends to remain localized 


for a long time. For these reasons, cancer in this location is usually treated vigorously, and with generally 
fair results. One method of treatment is the combined operation—mouth, jaw, and neck resection. 


Most ORAL CANCER occurs in middle-aged and older 
males, who usually use tobacco in some form. Leu- 
koplakia, a precancerous change in the mucous lin- 
ing of the mouth, is often found adjacent to oral 
cancer. Histologic study of oral cancers reveals them 
to be epidermoid or squamous types in 90 per cent 
of the patients. Under the microscope they are simi- 
lar to cancers that develop in the uterine cervix and 
in the bronchial mucosa. 

Intraoral cancer can be arranged in the following 
anatomic groups: tongue, floor of mouth, cheek, 
gum, palate, pharynx. Cancer in these locations 
comprises 4 per cent of all human cancer. Perhaps 
this seems a relatively small group, but it is a note- 
worthy group for the following reasons: 

1. Oral cancer is easily seen, and therefore 
should be recognized early. 

2. Oral cancer is quite accessible for biopsy, 
and therefore the diagnosis is easily confirmed. 

3. Oral cancer is quite accessible for treatment 
—the primary cancer as well as the regional lymph 
nodes. 

4. Oral cancer remains localized to the mouth 
and neck for long periods. Distant metastases 
were found in only 18 per cent of a large group of 


autopsied patients who died with cancer of the 

tongue. Therefore, it should offer an opportunity 

for cure over a relatively long period of time. 

For the above reasons it has been considered 
worth while to treat oral cancer vigorously, since 
good results should be obtained where early diagno- 
sis can be combined with adequate treatment. Of 
course it is true that such early diagnosis is not al- 
ways achieved (because of doctor uncertainty, pa- 
tient delay, reliance on a poorly taken biopsy which 
is negative for cancer). Treatment is often “‘too little 
and too late.” Nevertheless, fairly good results have 
been obtained. In a small consecutive series of pa- 
tients with tongue cancer treated six to seventeen 
years ago in one hospital, nearly 40 per cent were 
alive and well at the end of five years. Most of these 
patients were treated by surgery, some by radiation, 
and some by a combination of the two. This achieve- 
ment is not startling but is encouraging. Many clin- 
ics are duplicating or improving this record. 

One method that is being used more and more to 
treat oral cancer is the operation of combined 
mouth, jaw, and neck resection. This combined pro- 
cedure is a basically sound cancer operation in that 
it removes the primary cancer together with the 
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lymph nodes draining the cancer area, and it re- 
moves them at one time en bloc. It can be employed 
in nearly all stages of the disease and can be used 
also in patients where x-ray treatment has failed to 
control the cancer (Figure 1). 

Indications for the combined operation can 
roughly be summarized as follows: (1) when the 
lymph nodes of the neck are involved with cancer or 
are suspected of involvement—such as occurs 
sooner or later in 70 per cent of all tongue cancer 
patients; (2) when the primary cancer is so located 
that removal of part of the jaw is necessary for cure 
and the upper neck area must be exposed to do this; 
(3) when an in-continuity dissection of the cancer 
and its regional lymph nodes is desired on the same 
grounds that a mastectomy plus axillary dissection 
is desired in breast cancer. 

Of course, the operation is varied somewhat to fit 
the size and location of the primary cancer, and it is 
not indicated unless the primary cancer is in a sur- 
gically removable location (Figures 2a and b, and 
3a and b). The results from a large series of patients 
treated in this manner alone, for a sufficient period, 
are not yet available for study, but early reports are 
encouraging. 

Patients undergoing the combined operation do 
suffer some deformity. There is flattening of one 
side of the face, a shift in the position of the mandi- 
ble, drooping of the shoulder with temporary 
shoulder pain, varying degrees of dysarthria, and 
dysphagia depending upon the amount of tongue 
which needs to be removed. 

Dysarthria and dysphagia are usually transitory; 
the remaining tongue in most cases takes over com- 
pletely the function of the whole tongue. Shoulder 
pain gradually ceases to trouble most patients, al- 
though complete abduction of the upper arm is not 
possible. The change in facial appearance is not a 
major worry with most older men. When a cure of 
the cancer seems likely after several years, recon- 
structive surgery to restore the continuity of the 
mandible can be employed. Many cured patients 
adjust so well that they do not wish reconstructive 
work to be done. 


Figure 3a. Cleanly healed mouth after operation. Note the re- 
moval of part of the soft palate and tonsil, that was necessary 


in this case. Patient swallows normally. 


Figure 1. Close-up view of nodular, ulcerated cancer of the floor 
of the mouth, fixed to the mandible, where combined operation 
is indicated. 
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Figure 2a. Close-up view of cancer of the posterior lower gum, 


spreading toward the tonsillar pillar, suitable for the combined 
operation. 


Figure 2b. Diagram of Figure 2a. Shaded area shows extent 
of cancer. 
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Figure 3b. External appearance of the same patient as in 
Figure 3a. He has returned to heavy work. There is no evidence 
of cancer sixteen months postoperatively. 
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Figure 1. Chest film in patient having bronchiogenic carcinoma. 


Hypertrophic 
Osteoarthropathy 


BY SOL KATZ, M. D. 


CLUBBED FINGERS and toes are characterized by en- 
largement of the tips of the digits due to increased 
proliferation of connective tissue. Hypertrophic os- 
teoarthropathy represents an advanced stage of 
clubbed fingers and toes and is characterized by 
enlargement of many long bones due to the deposi- 
tion of periosteal bone. There is often periarticular 
swelling and thickening of the joint capsules and 
synovial membranes. Clubbing is present in almost 
all patients with hypertrophic osteoarthropathy. 


When hypertrophic osteoarthropathy was first 
described, “pulmonary” was prefixed to the term 
because the condition was assumed to occur only 
in the presence of lung disorders. Although pul- 
monary diseases, especially chronic ones, are most 
frequently associated with hypertrophic osteoar- 
thropathy, the syndrome is seen in congenital heart 
disease accompanied by cyanosis, subacute bacteria! 
endocarditis, chronic liver disease, and gastrointes- 
tinal disorders associated with chronic diarrhea. 
Other conditions have occasionally been described 
as antecedents of hypertrophic osteoarthropathy. 
and occasionally the process may be idiopathic. A 
hereditary symmetrical form has been noted. Uni- 
lateral and unidigital varieties have been seen. 

It is striking that when carcinoma of the lung is 
associated with this condition, the cancer is more 
often located at the periphery of the lung, and the 
initial complaints are more frequently referred to 
the bones and joints than to the respiratory system. 

Initially, newly formed periosteal bone appears 
along the peripheral third of the long bones: tibia, 
fibula, radius, ulna, femur, humerus, metacarpal, 
and metatarsal. Later, there is extension of the proc- 
ess toward the proximal parts of these bones. Still 
later, the phalanges, clavicles, and pelvis may be in- 
volved. The periosteal proliferation is thickest in 
the area of the peripheral epiphyses and is also 
prominent at the points of insertions of muscles. 
In advanced cases there is progressive osteoporosis 
and thinning of the cortex. 

With correction of the underlying disorder, symp- 
toms related to hypertrophic osteoarthropathy may 
subside, but the roentgen findings usually persist. 
There may be a decrease in periarticular swelling. 
There is no fully acceptable theory to explain the 
pathogenesis of hypertrophic osteoarthropathy. 


Figure 2 A, B, C (LEFT TO RIGHT). Periosteal proliferation of hypertrophic osteoarthropathy in patient shown in Figure 1. 
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Kheumatic Diseases, Rehabilitation. 
and the General Practitioner 


BY RUBIN KLEIN, M.D. 


Chief Arthritis Service, Greenpoint Hospital 
Brooklyn, New York 


Rheumatic diseases are a prime cause of disability and economic loss. Still, education of medical students 
and practicing physicians is inadequate in this field. Also, rehabilitation facilities and personnel are scarce. 
Correction of these various deficiencies will depend upon a strong co-operative effort by el 

and voluntary agencies, medical school faculties, specialists, and general practitioners. 


THIs IS A REPORT on the extent of rheumatic dis- 
eases in the United States; the problem of rehabil- 
itating the disabled arthritics; and the role the 
general practitioner can play in decreasing the 
suffering, the disability, and the economic loss 
caused by these diseases. 

It has been estimated that there are over 10,000,- 
000 Americans over 14 years of age, who are suf- 
fering from arthritis or rheumatism. This does not 
include rheumatic fever and rheumatic heart dis- 
ease. According to the very latest figures there are 
800 active members of the American Rheumatism 
Association. There are less than 200 diplomates of 
the American Board of Physical Medicine and 
Rehabilitation. There are about 5,000 practicing 
registered physical therapists. There are, however, 
approximately 75,000 general practitioners in the 
United States. If we could reach even a fraction of 
this number, and disseminate the experience and 
knowledge of the above specialists among them, 
and show them all the facilities that lie within 


their reach, a great stride toward the solution of 
the problems of arthritis would be made. 

The tasks are so big that they will require the 
joint efforts of voluntary organizations and of fed- 
eral, state, and local governments, as well as the 
interest and support of the general public. But that 
is not enough. In the final analysis it is the family 
doctor who must play the most important role if 
any good is to be accomplished. He is the one who 
first sees the acutely ill patient, and it is up to him 
to diagnose and treat the case correctly. It is he 
who must take the proper steps at the very begin- 
ning of the illness, to prevent deformity and to 
plan the patient’s future actions. 

It is the family doctor who must realize that re- 
habilitation of an arthritic begins while the condi- 
tion is acute; not when the joints are destroyed 
and deformed. 

The attitude of the profession has been that 
arthritis is a disease of old age, and that not much 
can be done about it. The facts show how false this 
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TABLE | 


Most frequent major impairments by age* 


Arthritis... 


Arteriosclerotic heart disease 
Cerebral paralysis.......... 
Hypertension. 
Chronic endocarditis........ 


“From Public Assistance Report Number 22, U. S. Department of Health, Education and Welfare. 


belief is. According to a report just released by the 
Department of Health, Education and Welfare. 
arthritis is the number-one cause of permanent and 
total disability in people between the ages of 35 
and 54 (Table 1). This age period is considered the 
most productive during an adult’s life. Even medical 
schools devote a very small part of their curriculum 


to rheumatic diseases, with the result that the 
graduate knows too little about them. 

Rheumatoid arthritis is of greatest concern, from 
the standpoint of severity and prolonged disability. 
It is no wonder that patients, at the mention of 
“arthritis,” think of rheumatoid arthritis and begin 
to look forward with dread to crippling deformities 
and a wheel-chair existence. It is because of the 
dread that “arthritis” conjures up in the minds of 
most, that physicians should know how to diag- 
nose correctly the various forms of rheumatic dis- 
ease. For a patient who has a milder form of arthritis 
than the rheumatoid type, reassurance may be the 
best treatment the physician can give. Even rheuma- 
toid arthritis is less dreadful than it used to be. 
Only a decade ago such a disability would have 
meant a lifetime of pain and dependency. With our 
present knowledge, the disabled arthritic has a good 
chance of being restored physically, emotionally, 
and vocationally—of leading a full, productive life. 


The Extent of the Problem 


According to the Office of Vocational Rehabili- 


tation in Washington, D.C., there are no data avail- 
able on the number of persons disabled from rheu- 
matoid arthritis. The figures used in the past are the 
statistics gathered in 1935-36 by the United States 
Public Health Service. A national health survey at 
that time, conducted among 800,000 families in 
eighty-three cities and in twenty-three rural areas of 
nineteen states, showed that 6.8 million persons 
were disabled by rheumatic diseases. 

In the June, 1952, issue of Public Health Reports, 
there is an article by Theodore D. Woolsey, titled 
**Prevalence of Arthritis and Rheumatism in the 
United States.” This is the result of a survey in 
1951, among 25,000 households scattered among 
sixty-eight sample areas in forty-two states and the 
District of Columbia. It was estimated that 10,104,- 
000 people over 14 years of age had arthritis or 
rheumatism. This did not include rheumatic fever 
and rheumatic heart disease. 

An interesting observation is that the earlier 
survey was taken chiefly in urban areas, whereas the 
latter one covered both rural and urban areas. In 
the 1951 survey the prevalence of diagnosed cases 
of arthritis is higher in the population living in rural 
areas than it is in the cities. In fact, farmers and 
farm workers have the highest rates. 

It has been estimated that on a given day in this 
country about one person in each thousand develops 
a rheumatic disease. Each year more than 320,000 
otherwise able individuals are rendered unemploy- 
able in the United States by rheumatic diseases. Of 
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: Per Per Per 
: Rank Under age 35 cent Age 35-54 cent Age 55 and over cent 
; 1. Mental deficiency.......... 20.3 a Hypertension with heart 
we 2. Cerebral spastic paralysis... 9.8 Hypertension with heart 11.6 
he 
OS Mental deficiency.......... 8.3 10.1 
ae 4. Tuberculosis............... 7.2 Cerebral paralysis.......... 7.0 6.8 
he 5. Late effects of poliomyelitis.. 4.6 Tuberculosis............... 41 5.2 
Arteriosclerotic heart disease 4.1 2.8 
cS 7. Chronic rheumatic heart a Mental deficiency.......... 2.8 
8. Cerebral paralysis.......... 3.7 
a 9. Osteomyelitis, ete.......... 3.3 Late effects of poliomyelitis.. 3.0 Diseases of digestive system. 2.7 
i 10. Arrested tuberculosis....... 2.7 Chronic rheumatic heart Malignant neoplasms....... 2.6 
50 


the ten million Americans who have arthritis or 
rheumatism, 150,000 are completely disabled, and 
3,500,000 are disabled part of the time. There is a 
loss of approximately 150 million days of manpower 
each year in the United States attributed to rheu- 
matic disease. In New York City alone, there are 
approximately 500,000 persons suffering from the 
rheumatic diseases; 60,000 or more are disabled a 
week or longer during the course of the year. 

The most serious problem is created by rheuma- 
toid arthritis because it strikes during the most 
productive period of life. Between 1,000,000 and 
2,000,000 Americans suffer from rheumatoid arthri- 
tis. Of 5,200 patients admitted to the Army Rheu- 
matic Disease Center at Ashburn General Hospital, 
1,840 cases (35 per cent) suffered from rheumatoid 
arthritis; 1,449 cases (28 per cent) had degenera- 
tive arthritis. 

It is with rheumatoid arthritis that physicians 
should be most concerned. Eighty per cent of these 
cases occur between the ages of 25 and 50 years. 
Under the best conditions of medical management 
in the past, 10 to 15 per cent of the patients with 
rheumatoid arthritis have progressed to crippling 
and invalidism. Since the disease itself is rarely 
fatal we are safe in assuming that the reservoir is 
a large one. 


The Economic Loss 


Rheumatic disease is conservatively estimated to 
cost the nation $725 million a year—$550 million 
lost in wages and salaries; $100 million spent for 
medical care, and $75 million spent by taxpayers for 
relief allowances. 

The Federal government loses in one year in in- 
come taxes alone about $77 million because 410,000 
wage earners are constantly out of work due to 
arthritis and rheumatism. 

Recently the President’s Commission on the 
Health Needs of the Nation pointed out: “Great 
back logs of need have accumulated, and are being 
increased daily because insufficient attention has 
been paid to prevention of chronic diseases and to 
rehabilitation of persons already disabled.” There 
are no comprehensive figures on the number of 
rheumatoid arthritis victims who are being rehabil- 
itated. 


Extent of Rehabilitation Today 


There is little doubt that many such persons are 
receiving medical rehabilitation under private care 
or voluntary programs, in addition to those reha- 
bilitated under the state-federal vocational rehabil- 
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itation program. The following figures should prove 
interesting. During the 1952 fiscal year, there were 
1,670 persons disabled by arthritis among a total of 
63,632 persons with all types of disabilities who 
were rehabilitated under the state-federal program. 
Included among the 1,670 persons with arthritis 
were 441 who were reported as disabled from 
rheumatoid arthritis. The figures for 1951 were 
similar. 

People disabled by rheumatic diseases exceed 
those invalided by diabetes 10 to 1, by tuberculosis 
10 to 1, by cancer 7 to 1. Rheumatic diseases are 
the greatest cause of chronic illness in America 
today, yet less than 2,000 disabled arthritics are 
rehabilitated by the state-federal program each 
year. Much more can and should be done for these 
people. 

Facilities Available to Ambulant Arthritics. Accord- 
ing to a survey by the Arthritis and Rheumatism 
Foundation, there are about 179 clinics through- 
out the entire country that are devoted to rheuma- 
tic diseases. All are located in large cities, with 
seventy-five in eight cities, and forty-one in New 
York alone. There is only one clinic in each of 
eleven states; seventeen states have none. These 
clinics treat the ambulant and partially disabled 
patients. 

In 1950, at the request of the New York Rheu- 
matism Association, the Arthritis and Rheumatism 
Foundation of New York conducted a survey of the 
arthritis clinics in New York City. The survey 
showed that the number and types of institutions 
maintaining arthritis clinics were as follows: Twen- 
ty-four voluntary hospitals had twenty-six arthritis 
clinics, two voluntary independent dispensaries had 
three clinics, seven municipal hospitals had eleven 
clinics, and one dispensary of a labor union had 
one clinic. Of the forty-one clinics, 71 per cent were 
under voluntary auspices and 27 per cent were 
under municipal control. The survey also showed 
that there was a great disproportion between the 
need for service (as indicated by borough popula- 
tions) and arthritis clinic capacity in the several 
boroughs. This is shown in the following tabula- 
tion. 


Population of 


Borough New York City, 1950 Number of Clinics 
Manhattan 247% 30 
Bronx 18.5% 3 
Brooklyn 34.7% 7 
Queens 19.7% 1 
Richmond 24% 0 
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Regarding the physical condition of the clinics, it 
was found that of the forty-one clinics, about one- 
third were good, one-third were fair, and one-third 
were poor. By August 1953, four of the clinics had 
closed and nine new ones had been opened. 

Facilities Available to Totally Disabled Rheumatoid 
Arthritis. The President’s Commission stated : “The 
first principle is that the care of the chronically ill 
must be brought up to the standard of care given 
to persons with acute illness. Shoddy facilities that 
are still being used for the care of the chronically 
ill and the shabby attitudes that still characterize a 
part of the general public and a rearguard of profes- 
sional groups can no longer be tolerated.”’ Hospitals 
complain that the chronically ill are responsible for 
their overcrowding. According to Dr. H. A. Rusk, 
**Few hospitals provide for the third phase of medical 
care which would permit many of these patients to 
leave the hospital.” 

In 1951, the Commission on Chronic Illness, in 
co-operation with the American Hospital Associa- 
tion, sent out questionnaires to approximately 2,600 
general hospitals of fifty beds or more, to learn 
more about the problems of caring for long-term 


patients in general hospitals. Hospitals were asked - 


if they had “‘an organized rehabilitation service.” 
Among the first 1,600 hospitals responding, only 
sixty-five reported that they operated that type of 
service. Only eighteen of these reported that they 
had separate ward services with a specific allocation 
of beds for rehabilitation. In the other forty-seven 
hospitals, rehabilitation patients were not segre- 
gated. It was significant that twenty-three of the 
sixty-five hospitals reporting such services were 
hospitals of less than 250 beds. 

Only about 312 free hospital beds in the country 
are specifically available for the study and treat- 
ment of rheumatic diseases. Of these only about one 
hundred are specifically endowed for arthritis pa- 
tients. Another twenty-five beds are available at the 
National Institute of Health. Of the 1 per cent of 
rheumatic patients who get hospital care, the 
majority of arthritis patients are discharged from 
general hospitals after a stay of two weeks or less. 
In March, 1953, the Federal Security Agency issued 
the first edition of Directory of Rehabilitation Centers. 
It lists forty centers, all located in large cities. 
Twenty-seven of these do not list any in-patients. 

All the hospitals in the country represent a po- 
tential source of service in dealing with the dis- 
abled. However, this potential is not being capital- 
ized to any great extent at present, although 
realization of the possibilities by medical and hospi- 


tal staffs is increasing. Undoubtedly many hospitals 
cannot utilize their facilities because of a lack of 
trained personnel. 

Personnel Available. According to a recent report 
in a national magazine, “One of the principal snags 
in mapping out a program to take every possible 
disabled person from bed to job is a lack of trained 
rehabilitation workers. Physicians, physical thera- 
pists, occupational therapists, medical social work- 
ers, nurses—all are in short supply, even though 
the number of physicians alone who have received 
specialized training in physical medicine and re- 
habilitation has increased by ten times in the last 
ten years. Last year, hospitals, rehabilitation centers 
and crippled children’s services reported a need for 
7,500 more physical therapists, 7,200 occupational 
therapists and 8,250 medical social workers.” Ac- 
cording to the American Physical Therapy Associa- 
tion, many places with rehabilitation services have 
not expanded because of lack of personnel, and 
‘most hospitals and agencies throughout the coun- 
try report the necessity of limiting services because 
of too few therapists.” 

Earlier it was noted that there are about 5,000 
practicing registered physical therapists. An addi- 
tional 1,800 are qualified but are not actively en- 
gaged in this work. The twenty-nine approved 
schools, with a capacity of 675, graduated 627 
physical therapists in the 1950-51 school year. In 
spite of these numbers, there are still major short- 
ages. Some 2,500 to 3,000 additional medical spe- 
cialists with training in rehabilitation techniques 
are needed. An estimated 2,500 positions are now 
vacant for lack of therapists. Within five years 
another 5,000 therapists will be needed. Woolsey 
commented: 

‘Many observers feel that this problem must 
ultimately be solved not merely by increasing the 
number of specialists trained to handle the prob- 
lems of the disabled, but by impressing on all 
doctors, nurses, social workers, the importance of 
learning something of the principles and practice 
of rehabilitation, the treatment of the whole patient 
rather than just his disability. Rehabilitation should 
become every physician’s responsibility, not merely 
that of the specialists.” 

Recently a five-year program for rehabilitating 
the rheumatoid arthritic was started at the Gold- 
water Memorial Hospital in New York. This is an 
elaborate program for study and treatment of the 
chronically disabled rheumatoid arthritic and will 
undoubtedly prove of great value to those interested 
in this work. One hundred cases are being followed 
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and the results, although promising, are not yet 
available. 
A Plan for Rehabilitation 


The President’s Commission found: ‘The needs 
of the chronically ill are so varied that facilities and 
services must be planned for the patient to move 
easily from the home to the hospital to the nursing 
home and vice versa: a great need exists for the 
establishment of departments of physical medicine 
and rehabilitation in general hospitals where pa- 


tients with acute cases and with residual difficulties — 


can achieve treatment; the average community hos- 
pital of 200 beds or more could profitably set aside 
perhaps twenty per cent of its beds for convalescent 
and rehabilitation care.” 

An elaborate, expensive, highly trained staff is 
not necessary or practical for the average hospital. 
In his book, Physical Medicine and Rehabilitation for 
the Clinician, Dr. H. A. Rusk lays out a plan for 
rehabilitation in a general hospital. He describes 
what rehabilitation is being done at Bellevue Hos- 
pital in New York and then states: “The basic prin- 
ciple of this program can be carried over with value 
into a small hospital with one well-traimed therapist 
if there is a physician in charge who has the con- 
cept of total rehabilitation and is willing to spend 
the necessary time on the program.” 

There is no doubt that the disabled rheumatoid 
arthritic can be rehabilitated in a general hospital. 
After attaining a sufficient degree of functional 
improvement, he can be followed up at home. Dr. 
D. A. Covalt recently pointed out: “Some patients 
do even better in their rehabilitation program if it 
is carried out in the surroundings with which they 
are familiar, such as the patient’s own home. This 
is particularly true of the older age patient. A sec- 
ond type of patient who does well on a home program 
is the patient who is started as an in-patient because 
of severe disability and difficulty in transportation, 
and who, as he becomes mobile, is able to come in 
as an out-patient and finally may do even better on 
a home care program.” This would be especially 
true in rural districts where many are disabled with 
arthritis, where transportation difficulties would be 
common, and where rehabilitation facilities are few 
and far between. And from another source comes 
this statement: 

“Much can be accomplished at home through a 
combination of home and professional physical 
therapy. In many instances home care is necessary 
because it is not always practical to go to hospitals 
for physical therapy. Since it is difficult today to 
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find physical therapists in many communities, mem- 
bers of a patient’s family, or perhaps a visiting 
nurse can be instructed in the art of giving assistive, 
passive or resistive exercises. At all times the nurse 
or member of the family is guided by the family 
physician or the Home Care Service. Such a home 
care program is not a poor substitute for something 
else, but for many individuals the most desirable 
type of treatment.” 

This type of plan for home care of chronically ill 
persons has been carried out for over three years by 
the Visiting Nurse Society of Philadelphia. Their 
conclusion is that such a plan can be repeated in a 
wide variety of communities. As further proof that 
such a plan is practical, one finds, in the June, 
1953, issue of the Annals of the Rheumatic Diseases, 
the following statement: ‘The Canadian Arthritis 
and Rheumatism Society is finding that the Mobile 
Arthritis Unit, combined with various forms of as- 
sistance and service to patients in their own homes, 
is bringing valuable aid to many sufferers at a frac- 
tion of the expense entailed by full-time hospital 
treatment.” 


Facilities Available 


In 1950, the eighty-first Congress provided for 
“the establishment of a research institute devoted 
to the study of arthritis and metabolic diseases.” 
The institute thus created within the Public Health 
Service was charged with primary responsibilities 
to conduct research in the rheumatic and various 
metabolic diseases; to assist and to foster such re- 
search in non-Federal institutions; and to support 
programs of instruction and training in diagnosis, 
prevention, treatment, and rehabilitation of these 
disorders. 

The Arthritis and Rheumatism Foundation, re- 
cently established with the co-operation of the 
American Rheumatism Association, has undertaken 
the task of raising funds for (1) development of a 
nation-wide research program to discover the cause 
and improve the methods of treatment, cure, and 
prevention of arthritis and other rheumatic dis- 
eases; (2) establishment of fellowships to increase 
the number of men and women qualified to conduct 
research and specialize in the proper diagnosis, 
treatment, and prevention of rheumatic diseases, 
and also teach other physicians adequately in this 
field; (3) development of centers devoted to re- 
search, teaching and treatment in arthritis and 
allied conditions; and (4) promotion of better med- 
ical and public understanding of the extent of social 
and human costs imposed by the rheumatic dis- 
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in 1952-53, only 3 out of 805 longer postgraduate courses were 
offered in arthritis. 


Figure 1. Opportunities for postgraduate study of arthritis are 
relatively few. Each dot in the two diagrams, above and right, 
represents a postgraduate course. Each large dot in color indi- 
cates the few courses available for postgraduate study. 


eases, and of what can be done to assist in their 
alleviation, control, and prevention. There are now 
thirty-five chapters of the Foundation throughout 
the United States. 

The efforts thus far have been able to do little 
more than break ground. This country does not 
have adequate facilities for early diagnosis, research, 
proper therapy, hospitalization, or undergraduate 
or postgraduate medical education in the rheumatic 
diseases. Many more arthritis clinics are necessary 
in every section of the country, and their services 
need to be widened. It is essential that the new 
knowledge regarding the rheumatic diseases reach 
the general practitioner who will continue to play 
the major role in their diagnosis and treatment. 
Greater attention needs to be given to the rehabili- 
tation of victims, so that as many as possible will 
continue or regain useful activity. 

During 1952-53, thirty states and the District 
of Columbia provided short courses (less than 5 
days’ duration) for physicians desiring postgrad- 
uate study. There were 324 courses covering thirty- 
eight subjects. The attendance numbered 9,452. 
Only four courses were given in arthritis. In ad- 
dition, there were 805 courses of five days’ duration 
or longer. These ran from five days to several 
months. Forty-three subjects were covered. The 
attendance numbered 23,793. However, only three 
courses were given in arthritis (Figure 1). 


In 1952-53, only 4 out of 324 short postgraduate courses were 
offered in arthritis. 
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An important move to improve the situation was 
taken in 1950 when the New York Chapter of the 
Arthritis and Rheumatism Foundation, in conjunc- 
tion with the New York Rheumatism Association, 
decided to evaluate the needs of clinics in New 
York City and, where practicable, meet them by 
supplementing the services made available by their 
parent hospitals. The results of the survey have 
been noted in an earlier part of this paper. Follow- 
ing this, eleven hospitals in areas lacking facilities 
for the treatment of arthritis, were invited to par- 
ticipate in a year-long program to culminate in the 
establishment of an arthritis clinic in each. Nine 
hospitals accepted and sent one or more physicians 
to be trained by the chapter to direct and staff the 
projected clinics. In co-operation with the New 
York University Postgraduate Medical School, the 
chapter arranged a course of thirty weekly two-hour 
seminars on the rheumatic diseases. Each seminar 
was conducted by a physician outstanding for his 
contribution to the particular aspect treated. The 
“trainee-physicians,” in addition to attending lec- 
tures, participated in them by presenting digests of 
previously assigned papers bearing upon the sub- 
ject. Arrangements were made so that the trainees 
were allowed to serve several months in outstand- 
ingly good arthritis clinics. At the conclusion of the 
program in June, 1952, the chapter made grants of 
$1,000 to each of the co-operating hospitals to as- 
sist them in establishing the nine new clinics. These 
nine clinics have increased the total estimated ar- 
thritis clinic patient-capacity in the city by 1,045 
(12.5 per cent) and have provided facilities where 
they were needed most. 

In addition to all the previously mentioned activi- 
ties, the New York Chapter of the Foundation plans 
to spend more than $100,000 locally in the next 
fiscal year for research, patient-care, and education, 
in addition to its contribution to the national effort. 

In recent issues of the Journal of the American 
Medical Association, there was printed the revised 
Primer on the Rheumatic Diseases. This excellent 
primer was prepared by a committee of the Ameri- 
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can Rheumatism Association. It contains every- 
thing that one would want to know concerning 
diagnosis and treatment of rheumatic diseases. 
Another helpful book, issued by the Foundation, 
is called Home Care in Rheumatoid Arthritis. 

The Bulletin on Rheumatic Diseases is also pub- 
lished by the Foundation. It is mailed free of charge 
to physicians requesting it, and appears monthly 
from September through May. The purpose is to 
present briefly the recent advances in rheumatic 
diseases of interest to the practicing physician. 

The Manual for Arthritis Clinics is issued by the 
Foundation in co-operation with the National Insti- 
tute of Arthritis and Metabolic Diseases. This book- 
let describes the establishment and conduct of 
arthritis clinics. These are but a few of the free 
services that are rendered by the Arthritis and 
Rheumatism Foundation. 

A good program, developed essentially to cope 
with the local needs for specialized clinical facili- 
ties, can be carried out in any city or community. 
Certainly, the local chapters of the Arthritis and 
Rheumatism Foundation, or of the American 
Rheumatism Association, or the State-Federal agen- 
cies would be happy to co-operate with communities 
desiring such help. 

It might be suggested that the American Rheu- 
matism Association, in conjunction with the 
American College of Physical Medicine and Re- 
habilitation, survey each community in the Nation 
to establish the need for arthritis clinics and re- 
habilitation centers. With this information as a 
basis, seminars could be started in these communi- 
ties, similar to the ones given by the New York 
Chapter. In this way, new clinics and centers could 
be established and manned by doctors attending 
the seminars, particularly if the seminars were re- 
peated each year. 


This work was aided by a grant from the New York Chapter 
of the Arthritis and Rheumatism Foundation. 


An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 
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Hypertensive Encephalopathy 


BY FRANK A. FINNERTY, JR., M.D. 


Washington, D. C. 


Since hypertensive encephalopathy is always associated with an increased vascular resistance, 

which is most readily detected clinically by a high diastolic pressure, the primary aim of therapy 

should be reduction of arterial pressure. Veratrum viride and hexamethonium have been found 

to be effective hypotensive agents. Although time and care in administration of both agents are essential, 

the results obtained in these critically ill patients are gratifying. Both drugs are contraindicated in the presence 
of uremia. The danger of collapse and blockade of vasoconstrictor impulses precludes the use of hexamethonium 
when coronary or cerebral sclerosis exist and in the actively bleeding patient. Veratrum is the safer 

of the two drugs, since vomiting is the only toxic manifestation. 


Most puHysiIctANns are familiar with the syndrome of 
a sudden elevation of blood pressure, preceded by a 
severe headache and followed by convulsions, coma, 
or a variety of transitory cerebral phenomena. The 
pediatrician faces the problem in patients with acute 
nephritis, the obstetrician with toxemia of preg- 
nancy, and the internist with hypertensive vascular 
disease. 

The intelligent management of these critically ill 
patients during the acute hypertensive episode has 
always been a difficult problem. 

Now that there are drugs that effectively reduce 
high blood pressure, it would seem that if there is 
any indication for the use of these drugs, it is in the 
therapy of hypertensive encephalopathy. 

Hypertension. Whatever the underlying disease— 
glomerulonephritis, essential hypertension, or 


eclampsia—the constancy of association of hyper- 
tensive encephalopathy with increased blood pres- 
sure and the frequency of a sharp rise in arterial 
pressure preceding the attack suggest that the hy- 
pertension or the phenomena which are concerned 
in its production are causally related to the cerebral 
syndrome. 

When an eclamptic patient is not treated with 
large doses of a sedative, it is common for the onset 
of coma to follow a rise in arterial pressure, and for 
consciousness to return when the pressure is re- 
duced. 

The direct relation between elevation of blood 
pressure and the appearance of convulsions in an 
eclamptic patient is seen in Figure 1. 

In the great majority of cases, the elevation of 
blood pressure is extreme, but it is occasionally stated 
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that eclampsia and convulsions complicating acute _—_ (findings not to be explained by any one vascular 
nephritis (particularly in children) occur withanor- _ lesion) immediately suggest that they may be due 
mal blood pressure. When the charts of these pa- _ to focal or generalized cerebral ischemia. 
tients are critically analyzed, however, it is seen A variety of experimental and clinical evidence 
that the arterial pressure is about 140/90 mm. Hg. __ testifies that symptoms equivalent to hypertensive 
Although this figure is the conventional upper limit — encephalopathy can be produced by diminution in 
of normal for people over 25 years of age, a diastolic - cerebral blood flow. Epileptiform convulsions have 
pressure of 90 mm. is certainly abnormal for most _ been produced in rabbits by ligating the arteries to 
pregnant women and for all children. The average _ the head, and in man by temporarily compressing 
diastolic pressure in these particular groups is 60 __ the carotid arteries. Cerebral ischemia must, like- 
to 70 mm. Hg. wise, be the cause of the epileptiform convulsions 
It is apparent, therefore, that a rise in diastolic and coma that are the most striking features of the 
pressure from 60 to 80 mm. or from 70 to90 mm. —_ Stokes-Adams syndrome. And finally, Finnerty and 


is very significant in the particular patient—as sig- = Fazekas have recently caused coma and convulsions 
nificant, indeed, as a rise in diastolic pressure from _in a group of subjects by inducing postural hypo- 
90 to 110 mm. tension. 

Diminished Cerebral Blood Flow. How then does It is plausible to say, therefore, that hypertension 
this sudden hypertension cause the cerebral symp- __ per se is not responsible for the encephalopathy, 
toms? Anatomic observations show that the hyper- _ since similar cerebral syndromes can be produced 


tension does not produce the cerebral symptoms __ without any elevation of arterial pressure. The com- 
through the intermediacy of such gross lesions as_ — mon denominator for hypertensive encephalopathy 
cerebral hemorrhage or thrombosis. The usually and postural hypotension—the sine qua non of all 
sudden appearance and disappearance of the symp- _ the above conditions—is a decreased cerebral blood 
toms and the frequently bizarre neurologic picture —_ flow due to cerebral vasoconstriction. 


Figure 1. 
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Figure 2. 


Cerebral Arteriolar Constriction. Practicaily all 
available evidence indicates that the arterial hyper- 
tension in the conditions now being considered is 
the result of increased constriction of the peripheral 
arterioles. 

Hypertensive vascular disease is characterized 
by an increased cerebral vascular resistance. Indeed, 
the highest recorded values for cerebral vascular 
resistance are in malignant hypertension and in 
hypertensive encephalopathy. 

When the retinal arteries of an eclamptic patient 
are inspected, they are found to be very narrow. 
Immediately following effective hypotensive ther- 
apy, the arteries are seen to be full again. Indeed, 
blindness in acute hypertensive states has been 
shown by ophthalmoscopic examination to be ac- 
companied by complete spastic obliteration of the 
retinal arteries, which later become patent, with 
restoration of vision, as the hypertension subsides. 

The sudden coming and going, the variability, 
and the transitory nature of the cerebral phenomena 
that are seen in all types of hypertensive encepha- 
lopathy seem to be explained best by postulating 
that there is a sudden decrease in cerebral blood 
flow due to a sudden increase in cerebral vasocon- 
striction. The cause of the cerebral vasoconstriction 
is not clear. The cause of the generalized vasocon- 
striction characterizing all types of hypertension 
remains an enigma. 

Cerebral Edema. That cerebral edema is present 
in some cases of hypertensive encephalopathy can- 
not be denied. Evidence for cerebral edema is found 
clinically in spinal fluid pressure measurements ex- 
ceeding 400 mm. of water, and at the autopsy table 
in a 20 to 30 per cent increase in brain weight, flat- 


Headache 
Vomiting 


tening of cerebral convolutions, and reduction in 
the size of the ventricles. Although the cause for the 
cerebral edema also is unknown, the most likely hy- 
pothesis seems to be that set forth by Fishberg. He 
stated that when the arterial pressure rises before 
the attack (due to peripheral vasoconstriction), the 
constriction of the cerebral arterioles is not so pow- 
erful as that of the arterioles elsewhere in the body. 
Consequently there is a rise in pressure in the intra- 
cranial capillaries, acceleration of filtration, and the 
formation of edema. 

From the above then, it is seen that all the signs 
and symptoms of hypertensive encephalopathy are 
best explained by two phenomena—decreased cere- 
bral blood flow (increased cerebral vascular resist- 
ance) and cerebral edema. The decreased cerebral 
blood flow accounts for the restlessness, amaurosis, 
deafness, transient hemiparesis, coma, and convul- 
sions, while cerebral edema accounts for headache 
and vomiting (Figure 2). 


Diagnosis 


When it occurs in a patient known to suffer from 
glomerulonephritis or hypertension, or in a preg- 
nant woman in the last trimester, the diagnosis of 
hypertensive encephalopathy (or eclampsia) pre- 
sents no difficulty. In patients whose previous his- 
tory is unknown, or who are being seen for the first 
time in a convulsion or in coma, encephalopathy 
may be confused with a cerebral vascular accident, 
epilepsy, meningitis, brain tumor or abscess, or hy- 
poglycemia. It should be repeated again that the 
cardinal sign of encephalopathy is arterial hyper- 
tension. 
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Cerebral Hemorrhage. Lumbar puncture quickly 
rules out cerebral bleeding (cerebral or subarach- 
noid hemorrhage). Lumbar puncture should be per- 
formed with the greatest of caution, allowing the 
escape of spinal fluid drop by drop, whenever ede- 
ma is present. The frank and persistent hemiplegia 
so frequently seen in a cerebral hemorrhage is not 
seen in encephalopathy. 

Cerebral Thrombosis. In patients with essential 
hypertension, it may be difficult if not impossible 
to decide whether transient aphasias, monoplegias, 
or hemiplegias are due to encephalopathy or a small 
cerebral thrombosis. Lumbar puncture may be nor- 
mal in both. 

Encephalopathy is the more likely diagnosis 
when the pattern of findings is bizarre, when 
abnormalities cannot be explained on the basis of a 
lesion in a single cerebral vessel, or with a quickly 
changing neurologic picture and the sudden dis- 
appearance of palsies without leaving residua. 

Epilepsy. The convulsions and coma of hyperten- 
sive encephalopathy may simulate epilepsy. The ab- 
normal blood pressure, hypertensive retinopathy, 
and abnormal urinary findings should differentiate 
the two conditions. 

It should be mentioned, however, that the arterial 
pressure is almost always elevated before and dur- 
ing a convulsion from any cause, and frequently it 
drops precipitously following a convulsion. Albu- 
minuria may be seen for several hours after an epi- 
leptic fit. 

Meningitis. Fever, stiff neck, lack of hyperten- 
sion, and the finding of an increased number of 
leukocytes and of bacteria in the spinal fluid make 
meningitis the diagnosis of choice. 

Brain Tumor. Convulsions due to brain tumor 
may cause confusion. Encephalopathy and brain 
tumor both may be accompanied by papilledema. 
The normal retinal arteries and congested retinal 
veins seen in a patient with a brain tumor help to 
clarify the situation. Urine examination is seldom 
abnormal in a patient with brain tumor. Finally, it 
should be noted that several authors have stressed 
that the combination of hypertensive encephalop- 
athy and brain tumor in the same patient is not 
uncommon. 

Brain Abscess. The frequency of otitis media, the 
lack of hypertension, and an increased number of 
cells in the spinal fluid suggest brain abscess. 

Hypoglycemia is seldom attended by hypertension, 
and the other clinical and laboratory findings are 
helpful in distinguishing this condition from en- 
cephalopathy. 
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Treatment 


Since encephalopathy is always accompanied by 
an increased vascular resistance—best reflected clin- 
ically by a high diastolic pressure—and since clin- 
ical experience has shown that clearing of the sen- 
sorium, cessation of convulsions, and release of 
vasoconstriction follow reduction in blood pressure, 
the primary aim of therapy should be reduction of 
arterial pressure. 

The barbiturates, used alone or in combination 
with magnesium sulfate, have long been advocated 
for the treatment of hypertensive crises and of 
eclampsia. My observations indicate that, although 
these agents decrease the systolic blood pressure, 
the diastolic pressure is not reduced. Further, en- 
cephalopathy from any cause is frequently associ- 
ated with unconsciousness. The large doses of bar- 
biturates sometimes used in the treatment not only 
prolong the state of coma, thus adding greatly to 
the complexity of managing these patients, but also 
increase the incidence of respiratory complications. 
Finally, McCall and Taylor have recently reported 
that barbiturates decrease the cerebral blood flow 
when given to eclamptic patients, thus aggravating 
the already decreased cerebral blood flow — thus 
prolcaging the state of coma. 

‘Two hypotensive agents are known to be particu- 
larly effective in the treatment of encephalopathy 
and eclampsia: purified extracts of Veratrum viride 
and hexamethonium. (Several reports have attested 
to the value of hexamethonium in eclampsia; I have 
had little experience with the drug in this disease.) 
Although untoward side reactions are frequent with 
each drug and although both require time and care 
in administration, the results obtained in these crit- 
ically ill patients are gratifying (Table 1). 


VERATRUM 


Though several products of purified Veratrum 
viride are available commercially, Unitensen (Irwin 
Neisler) is the only product which can be adminis- 
tered fairly rapidly intravenously without causing 
marked vomiting. Since the patient with encepha- 
lopathy is a medical emergency, the intravenous 
route for administering Veratrum is utilized. The 
method is as follows: 

1. Mix 0.5 cc. (1 mg.) of Unitensen with 19.5 cc. 
of 5 per cent dextrose in water for intravenous use. 

2. With an assistant recording the blood pres- 
sure every minute and the physician administering 
the medication, give the Veratrum solution intra- 
venously at a rate of 1 cc. per minute until the first 


' 


20 mm. fall in systolic pressure or 10 mm. reduction 
"in diastolic pressure occurs. 

3. Leave the needle in the vein. Do not give addi- 
tional Veratrum, for there frequently will be a pre- 
cipitous drop in pressure during the next one or 
two minutes. If after two minutes such reduction 
does not occur, proceed with the Veratrum admin- 
istration at a rate of 1 cc. per minute, stopping at 
the first subsequent sign of hypotension. 

(In an eclamptic patient and particularly in chil- 


dren with encephalopathy complicating acute ne-’ 


phritis, where frequent intravenous injections are 
technically difficult, it is worth while—after the ini- 
tial fall in arterial pressure has been obtained—to 
replace the original needle with a 15-gauge needle 
through which a sterile polyethylene plastic cathe- 
ter is threaded well into the vein. The needle is then 
removed and the catheter taped to the skin of the 
forearm. A solution of 5 per cent dextrose in water 
is started through the catheter to keep it open. 
All additional medications are given through the 
catheter.) 

4. After the first hypotensive effect of Veratrum 
has been witnessed, blood pressure recordings are 
made every fifteen minutes. Additional Veratrum 
(one-half the previous effective dose) is given when- 
ever the blood pressure is higher than 120/80 mm. 
in a child with glomerulonephritis, 140/90 mm. in 
an eclamptic mother, and 160/110 mm. in a patient 
with hypertensive vascular disease. A few hours of 
observation of the blood pressure chart and clinical 
appraisal of the patient will demonstrate the need 


for Veratrum at definite intervals, such as every 
forty minutes or every two hours. The intervals be- 
tween injections become longer as the severity of 
the condition diminishes. 

After a hypotensive response has been obtained 
with Veratrum, e.g., a blood pressure reduction 
from 160/110 to 130/70 mm., there is a temptation 
to repeat the dose at this normotensive level in the 
hope of keeping the blood pressure in this range. 
Experience teaches, however, that Veratrum re- 
peated at this level of arterial pressure does not pro- 
long the normotensive period, but only causes nau- 
sea and vomiting. Veratrum should not be repeated, 
therefore, until the arterial pressure is at the begin- 
ning of an upswing. 

Special Problems in Veratrum Therapy. Depend- 
ing on the underlying disease causing the encepha- 
lopathy, special problems concerning further ther- 
apy arise. In eclampsia, for example, after the blood 
pressure has been stabilized for twenty-four to forty - 
eight hours, if a viable fetus is present, the easiest 
method of delivery is resorted to. During labor and 
delivery, if the patient is allowed to deliver per vagi- 
num and similarly during surgery, if Cesarean sec- 
tion is selected as the method of delivery, there is 
no change in the Veratrum regimen. The same rou- 
tine is followed during the first twenty-four hours 
post-partum, or until the blood pressure has be- 
come stable and signs and symptoms of toxemia 
have disappeared. 

In encephalopathy caused by glomerulonephritis 
or essential hypertension, twelve to twenty-four 
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Disease 


Ist Choice 


2nd Choice 


Acute nephritis 


Veratrum 


Hexamethonium 


Toxemia of pregnancy 


Veratrum 


Hypertensive encephalopathy without coronary 
artery disease 


Hexamethonium 


Hypertensive encephalopathy with coronary 
artery disease 


Veratrum 


Pheochromocytoma 


Uremia 


Active bleeding or contemplated surgery 


} 
x 
Hexamethonium 
| 
= Veratrum 
Hexamethonium 
Veratrum 
Hexamethonium 
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hours of intermittent intravenous Veratrum ther- 
apy frequently is all that is necessary to stabilize the 
arterial pressure. In the patient with hypertensive 
vascular disease, once the acute state has been cor- 
rected, a definite long-term program should be in- 
stituted to prevent recurrences of encephalopathy 
or other complications. 

Toxicity of Veratrum. Nausea and vomiting due to 
the vagal-stimulating action of the drug are the most 
frequent toxic manifestations of Veratrum, occur- 
ring in about 40 per cent of patients. Though alarm- 
ing if not expected, vomiting is never severe. Fifty 
mg. of pentobarbital sodium is the most effective 
means of combating vomiting. 

Occasionally a rather marked bradycardia is seen 
(pulse rate under 40 per minute). Again, this is due 
to the vagal stimulation produced by the drug. It 
requires nothing special, except temporary with- 
drawal of the drug. 

Overdosage of Veratrum. In the case of overdosage, 
atropine sulfate should be given intravenously (1.0 
mg.) and repeated in five minutes if needed. If no 
response is seen, Neo-Synephrine should be given 
(10 mg. intramuscularly), and repeated every fifteen 
minutes as necessary. 

Since, in the treatment of acute encephalopathies, 
Veratrum is seldom required for more than forty- 
eight hours, tolerance rarely is a problem. Occasion- 
ally, however, a temporary refractory period is ob- 
served (tachyphylaxis). This phenomenon is char- 
acterized by a temporary rise in arterial pressure, 
frequently to above pretreatment levels, and a defi- 
nite bradycardia (pulse under 70). During this 
period, repeated injections of Veratrum exert no 
hypotensive effect. When medication is withheld 
for three or four hours, the patient again responds 
to the usual doses of the drug. Since termination 
of this refractory period can readily be detected by 
an increase in pulse rate, Veratrum is promptly re- 
started when the pulse rate exceeds 70 beats per 
minute. The bradycardia characteristic of this phe- 
nomenon seems to protect the patient from vascular 
and cerebral complications, for no untoward reac- 
tions have been witnessed during tachyphylaxis. 


An Illustrative Case 


A 35-year-old colored woman with a history of 
hypertension for ten years was admitted in the ninth 
month of her tenth pregnancy. Pregnancy had been 
uneventful until two weeks before admission, when 
she developed mild ankle edema and occasional 
headaches, Twenty-four hours prior to admission, 
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the headache became excruciating. When seen in 
the Admitting Office, she was screaming wildly, 
complaining bitterly of headache. The blood pres- 
sure was 300/180 mm., and examination of the fundi 
revealed grade two retinopathy, including arterial 
spasm. The neck was not stiff. There was one-plus 
peripheral edema and two-plus albuminuria. 

A polyethylene catheter was inserted into the 
brachial vein and an infusion of 5 per cent dextrose 
was started. Unitensen (1 mg. in 19.5 cc. 5 per cent 
dextrose in water) was given. After 10 cc., given at 
the rate of 1 cc. per minute, the blood pressure fell 
to 180/120 mm. and then to 150/90, with immedi- 
ate relief of the headache. In one-half hour, the 
blood pressure was found to be 170/100 mm.; a sec- 
ond injection of Unitensen (0.25 mg.) resulted in a 
fall of arterial pressure to 150/90 mm. The pres- 
sure remained under 160/110 mm. for five hours. 

During the ensuing twenty-four hours, three ad- 
ditional injections of Veratrum were needed to 
keep the blood pressure under 160/110 mm. Twen- 
ty-eight hours after admission, the blood pressure 
having been stabilized and the patient being asymp- 
tomatic and fully conscious, the fetal membranes 
were stripped. In six hours the patient delivered a 
6-pound living fetus. During delivery and for the 
first six hours post-partum, the bleod pressure was 
recorded at 15-minute intervals, Unitensen being 
given through the catheter whenever the blood pres- 
sure rose above 160/110 mm. Only two 0.5-mg. 
injections were needed. The remainder of the 
course was uneventful. 


HEXAMETHONIUM 


Hexamethonium is a potent hypotensive agent 
which produces its effects by blocking transmission 
of nervous impulses through all autonomic ganglia. 
The drug causes postural hypotension by inhibition 
of the vasoconstrictor reflexes that are activated 
when an individual assumes the upright posture. 

To eliminate the danger of profound hypoten- 
sion, particularly with the initial injection, the only 
safe method for administering hexamethonium to a 
patient who has never received the drug previously 
is by intravenous titration. The method isas follows: 

1. Dilute the drug with saline in a 10 cc. syringe 
to a final concentration of 5 mg./cc. 

2. Roll up the head of the bed to an angle of 45°. 

3. With an assistant taking the blood pressure in 
one arm every thirty seconds, inject the diluted 
hexamethonium intravenously at a rate of 1 mg. 
per minute for the first 10 mg. 

4. At the first 30 mm. fall in systolic or 20 mm. 
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fall in diastolic pressure, stop the injection without 
removing the needle from the vein, and lower the 
head of the bed. Continue the injection. If there is 
no appreciable reduction in blood pressure after 10 
mg. has been given, the rate of administration may 
be increased to 2 or 3 mg. per minute until a total 
of 20 mg. has been given—and then at the rate of 5 
mg. per minute until 50 mg. has been given. When 
the blood pressure at any point has fallen to ap- 
proximately 150/100 mm., stop the injection and 
calculate the total dose given in milligrams. 

Occasionally the single intravenous injection of 
the diluted hexamethonium is sufficient to alleviate 
the acute symptoms. In eight hours, however, if the 
blood pressure has risen, that dose of hexamethoni- 
um which produced the desired effect originally is 
given undiluted subcutaneously. This is repeated 
every eight to twelve hours as the necessity de- 
mands. (Future therapy of the patient is not within 
the scope of this paper.) 

Untoward Effect of Hexamethonium. When ad- 
ministering hexamethonium acutely, the only im- 
portant side reaction is hypotension. If there is an 
excessive fall of blood pressure to collapse level, it 
is important to act quickly; since the longer the 
reaction lasts, the more difficult it is to reverse. 

If the bed is rolled down immediately, the pillow 
removed, the foot of the bed elevated, and the lower 
extremities raised and massaged without delay, the 
collapse reaction does not develop to the point of 
producing subjective discomfort to the patient. The 
blood pressure will rise almost immediately when 
the patient is placed in the Trendelenburg position. 
Only rarely is it necessary to use vasopressor sub- 
stances. If they are used, epinephrine should be 
avoided. 


An Illustrative Case 


A 40-year-old white woman with hypertension 
of one year’s duration was admitted with a history 
of severe, incapacitating headache and vomiting of 
two days’ duration and agitation of one day’s dura- 
tion. She was combative—almost wild. 

The blood pressure was 250/170 mm. Ophthal- 
moscopic examination, besides the chronic changes 


of hypertension, revealed arterial spasm and acute 
papilledema. There was cardiomegaly with a pro- 
todiastolic gallop rhythm. There was also minimal 
signs of right heart failure. Neurologic examination 
showed hyperreflexia, with no abnormal reflexes 
or lateralizing signs. Except for the finding of al- 
buminuria, routine laboratory data were entirely 
normal, including the blood urea nitrogen. 

Eleven milligrams of hexamethonium, given at the 
rate of 1 mg. per minute, caused a gradual reduction 
of blood pressure to 155/100 mm., with complete 
disappearance of headache, cessation of vomiting, 
and relief of the agitation. Eight hours later, when 
the pressure had risen to 190/125, 10 mg. of hexa- 
methonium was given undiluted subcutaneously, 
and a long-term program of parenteral hexametho- 
nium and oral hydralazine was instituted. 


Veratrum and Hexamethonium: Contraindications 


1. Both drugs are contraindicated in the presence 
of uremia. Regardless of the ability of the kidneys 
to concentrate, if the blood urea nitrogen is over 50 
mg. (NPN over 100 mg.), these drugs should not 
be given. Although they may effectively lower the 
arterial pressure, reduction in renal blood flow and 
glomerular filtration rate, caused by hypotension, 
will accelerate the patient’s downward course. 

2. Because of its marked vagal action, Veratrum 
resembles Mecholyl and should, therefore, not be 
given to a patient with pheochromocytoma. 

3. Hexamethonium is contraindicated if cerebral 
or coronary arteriosclerosis is present, since the 
acute reduction in arterial pressure, following ad- 
ministration, is associated with tachycardia, which 
reduces diastolic filling time of the heart. 

4. Since hexamethoniun, by its ganglionic block- 
ing properties may block compensatory vasocon- 
strictor impulses, the drug should not be given to a 
patient who is actively bleeding, or who is going to 
undergo surgery in the immediate future. The fre- 
quency of placental bleeding and the necessity for 
induction of labor or Cesarean section in the 
eclamptic patient usually preclude the use of hexa- 
methonium in the therapy of eclampsia. 
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Endocervical Curettage 


BY DONALD G. BARTON, M.D. 


Concord, N. H. 


1. Introduction. 


Any woman over 40 fears “‘cancer of the womb” 
more than any other disease. Yet many of these 
women strenuously object to pelvic examination ex- 
cept for unexplained bleeding. Because of this re- 
luctance and because the physician is often pressed 
for time, too few vaginal examinations are performed. 
Gynecologists see only a small percentage of those 
within the age group in which cancer is most prev- 
alent. The family physician is apt to omit that part 
of the examination because he does not wish to 
embarrass the patient and because he realizes the 
difficulty of early cancer detection. 

The family doctor is the important cog in this 
detection work, and if he knew of a reasonably ac- 
curate method for the diagnosis of cancer in its 
early stages, he would make use of it. Endocervical 
curettage is a technique that he can employ easily 
and safely in his office with assurance of good 
results, 


2. Methods of Cervical Cancer Detection. 


a. Cytologic. This technique was primarily de- 
vised to detect cancer of the uterus before it had 
made its appearance at the external os. This method 
is simple and can be undertaken easily and quickly 
in the office. It carries a substantial factor of error, 
however, and has the disadvantage to the pathologist 
of loss of cellular and tissue architecture. 

b. Biopsy. The general practitioner is reluctant to 
perform biopsies, especially in his office because of 
the danger of hemorrhage. By the time a biopsy is 
indicated it may be too late to save the patient’s 
life, because the tumor has already infiltrated sur- 
rounding tissues. A biopsy removes only a small 
portion of the endocervix. 

c. Cervical curettement. The danger of infection 
has kept the physician from entering the cervical 
canal except in a hospital operating room. With the 
proper use of antibiotics, however, it can be per- 
formed safely on the office examining table. Cervical 
curettement is simple to perform with very slight 
discomfort to the patient. Anesthesia is not re- 
quired, usually, although local procaine infiltration 
can be used for apprehensive patients. 
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There is no danger of hemorrhage since no inci- 
sions are made. Should a rare polyp be curetted 
from the cervix, Oxycel or a similar substance may 
be employed. The lining of the canal is completely 
removed and the tissue architecture is retained. 

The earliest cancer can be detected, and curative 
measures instituted with excellent opportunity for 
cure. Pathologists are favorably impressed since the 
strips of tissue give a clear visualization of the por- 
tia, where many cancers have their origin. 


3. Technique. 


The patient is put up in stirrups and draped. A 
Sims’ speculum is inserted. A tenaculum is not 
usually required and if it should be needed local 
anesthesia may be used. After preparation of the 
vaginal cervix and gentle dilatation of the cervical 
external os with uterine forceps if necessary, a 
number-one cutting curette is inserted into the 
canal and careful curettement of the endocervix 
carried out. The scrapings are removed from the 
lower lip of the speculum with a long medicine 
dropper and dropped into 10 per cent formalin 
solution. The canal is lightly packed with oxytetra- 
cycline powder. 


4. Results. 


Fifty-four curettements have been performed with 
satisfactory specimens in all cases. There has been 
no excessive bleeding and only slight discomfort. 
Patients were rechecked a month later to detect any 
sequelae resulting from the procedure. None were 
found. 

The pathologic reports in all cases showed vary- 
ing degrees of endocervicitis. 


5. Conclusion. 


The endocervical curettage is a safe, thorough, 
and simple procedure that all physicians can per- 
form in the office. Furthermore, this procedure gives 
to the pathologist a complete picture so necessary 
for cancer detection. It discloses early cancer before 
it has become invasive. 
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Closure of Lacerations with Cellophane Cape 


THIs is a report on 104 lacerations of which ninety- 
one exposed or penetrated the deep fascia. All were 
closed without skin sutures, using commercial 
grade Cellophane tape known as Scotch tape. Re- 
sults have been excellent and, consequently, our 
clinic has eliminated skin suturing in over 95 per 
cent of cases. 


Method 


All lacerations were cleansed with soap and wa- 
ter. Those grossly contaminated (gravel, bits of 
clothing, etc.) were irrigated profusely with warm 
normal saline, and those even more soiled were 
gently brushed out with a soft brush. No other an- 
tiseptic of any kind was applied. In many cases the 
patient was encouraged to do the preliminary wash- 
ing, and at least five minutes was consumed in the 
washing process. 

After débridement, cleansing, and hemostasis, 
the skin surrounding the wound was carefully dried 
with a sterile gauze sponge and the edges approxi- 
mated by taping across the wound at right angles 
with strips of Scotch tape. No other dressing was 
applied. 


BY PAUL WILLIAMSON, M.D. 


Walsh ,Colorado 


In the entire series there was one infection. It oc- 
curred in a 3-year-old girl with a minor laceration 
of the external malleolar area after she had repeat- 
edly pulled off the tape while going barefooted. | 
doubt that the method of treatment had any sig- 
nificance. 


Results 


Most encouraging of all are the cosmetic results. 
In all cases the final appearance of the wound has 
seemed superior to the appearance of wounds 
closed with sutures. There is, of course, no such 
thing as a control series of lacerations because of the 
difficulty of finding any two in the same place with 
the same blood supply and the same degree of con- 
tamination. My clinical impression of superior re- 
sults has been confirmed by mothers of lacerated 
small children—a notoriously critical jury. 

A factor of importance in children is the relative 
lack of pain in this procedure, compared with the 
insertion of sutures. 

Healing is definitely accelerated by accurate ap- 
proximation and nontraumatic closure. Records on 
a series of twenty-three roughly comparable lacera- 
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tions closed by sutures as against twenty-one 
closed by tape show that those closed by tape were 
dismissed as healed an average of forty-eight hours 
sooner. This is not a great enough number to have 
statistical significance but does tend to bear out the 
clinical impression I have. 

One additional trick can be used in the case of a 
severely contaminated wound in which the edges 
should, at least, be closer together. Cut two strips 
of 2-inch Cellophane tape about one-half inch long- 
er than the wound. Fold each piece lengthwise 
(sticky side to sticky side) so that there is a strip 
about one-quarter inch wide of doubled tape. At- 
tach the tape to the skin on each side of the wound 
so that the doubled edges parallel the wound and 
are about one-quarter inch from the wound edge. 
Then use coarse silk sutures to sew the doubled 
edges of the tape closely enough together to ap- 
proximate loosely the wound edges. 


Disadvantages 


There are certain disadvantages to use of the 
tape. It does occasionally loosen and come off. In 


each case I have instructed the patient or his par- 
ents to wash the laceration gently, dry, and reapply 


- tape. In this reported series, the tape came off in 


nine instances. No complications were observed 
from this. 

Wound secretions occasionally pool in the area 
under the tape immediately over the laceration. 
With the tape currently available there is no way to 
avoid this. I have simply removed the tape, sponged 
off the secretion, and reapplied tape. There have 
been no infections, but cleansing technique has 
been meticulous. This disadvantage should be 
eliminated by use of a perforated tape. Production 
of such tape is now under investigation. 

Old wounds or severely contaminated wounds 
should not be fully closed by this method. Neither 
should they be sutured. 

In summary, I feel that skin sutures may soon 
become a cruel and archaic way to close minor 
lacerations. Better approximation and quicker heal- 
ing may be obtained with other means of closure of 
which this is one. Investigation is already in prog- 
ress on the use of Cellophane tape in the closure of 
major surgical wounds. 
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SALICYLATE INTOXICATION IN INFANTS AND CHILDREN 


Most fatal cases in childhood result from accidental inges- 
tion of oil of wintergreen or aspirin. 
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Respiratory alkalosis : 
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Practical Therapeutics 


BY ROBERT W. WINTERS, M.D., 


Department of Pediatrics, University of California Medical Center, San Francisco 


‘THE INCIDENCE of salicylate intoxication is not ac- 
curately known. According to the official records of 
the U.S. Census Bureau the average death rate from 
salicylates is about 0.350 per million total popula- 
tion per year, and accounts for only about 4 per cent 
of all fatal poisonings due to solids and liquids. 
Most pediatricians feel that the disorder occurs con- 
siderably more frequently than these fatality data 
would indicate. In hospital practice, it may be seen 
with some frequency. 

It is of interest that the highest death rate is found 
in the age group 1 to 4 years. Most of these cases 
result from the accidental ingestion of oil of winter- 
green, the active agent of which is methyl salicylate. 
Among the older age groups, the death rate is ap- 
preciable, due primarily to suicide or allergic 
poisonings. 

There are two situations where salicylate intoxi- 
cation may occur in pediatric practice: (1) the acci- 
dental ingestion of the drugs—oil of wintergreen or 
aspirin, and (2) mistaken dosage of salicylate on the 
part of either parents or physicians in the treatment 
of febrile diseases. The widespread use of candy- 
coated aspirin doubtless contributes to accidental 
intoxication. 


Pharmacology and Pathologic Physiology 


An understanding of certain basic pharmacologic 
facts is essential for the rational treatment of salicy- 
lism. Salicylates are readily absorbed from the gas- 
trointestinal tract, principally from the small in- 
testine. Esterified forms of these drugs, such as 
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Salicylate Intoxication in Infants and Children 


acetylsalicylate, are hydrolyzed prior to absorption. 
In the blood, salicylate is for the most part bound to 
protein. 

In the body, the free salicyl radicle is known to 
undergo certain metabolic transformations. Rough- 
ly one-quarter of the dose is oxidized to end-prod- 
ucts such as gentisic acid; of that which is not 
oxidized, one part is excreted free, one part is con- 
jugated with glucuronic or sulfuric acid, and two 
parts are excreted as salicyluric acid. These end- 
products of metabolism probably have little to do 
with the production of the toxic manifestations of 
the salicylates. It is of importance, however, to 
know that they may give false positive tests for uri- 
nary sugar (Benedict’s test) and ketones (ferric 
chloride test, but not the nitroprusside test) .* 

The renal excretion of free salicylate is peculiar 
in that the renal clearance is markedly affected by 
the pH of the urine. Ata urinary pH of less than 7.0, 
the clearance is 10 to 15 cc. per minute. As the pH 
rises above 7.5, the clearance rises sharply and may 
reach values well above 100 cc. per minute. This 
phenomenon doubtless explains the previous work 
in which sodium bicarbonate given with salicylate 
was found to give lower sustained blood levels than 
when salicylate is given alone. Ammonium chloride 
produces the opposite effect. 

The practical implication of these findings is ob- 
vious. If the urine can be made alkaline, the body 


*Using the ferric chloride test, salicylate may be differen- 
tiated from ketones, by boiling the urine at a pH of 1. The 
ketones will volatilize and the test will be negative after 
boiling. 


is. 


will rid itself of free salicylate much more rapidly 
than if the urine is acid. However, this effect must 
be balanced against the systemic acid-base abnor- 
malities which occur in patients with salicylism. 

Large doses of salicylates produce a number of 
abnormalities in metabolism. Of these, two are most 
important: (1) disturbances in blood coagulation, 
and (2) disturbances in acid-base metabolism (re- 
spiratory alkalosis and metabolic acidosis). 

Blood coagulation. A bleeding tendency has been 
noted in patients or animals receiving toxic doses of 
salicylate. Investigation of this point has revealed 
multiple mechanisms to be involved. Salicylates ex- 
ert an anti-vitamin K effect in liver metabolism, so 
that the production of prothrombin is impaired. 
This effect can be somewhat overcome by the ad- 
ministration of large doses of vitamin K. In addi- 
tion, the level of circulating fibrinogen falls in sub- 
jects poisoned with salicylate, probably because of 
failure of synthesis by the liver. 

Acid-Base Metabolism. Two distinct disturbances 
in acid-base metabolism have been recorded in pa- 
tients with salicylism: respiratory alkalosis and 
metabolic acidosis. The recognition of the existence 
of two potential disturbances has been long in com- 
ing, since these two disorders have certain superfi- 
cial clinical and chemical similarities. A complete 
discussion of the acid-base abnormalities in salicy- 


late intoxication may be found in the recent review 


-by Singer. 


Respiratory Alkalosis. The most clearly defined 
acid-base disturbance in salicylate poisoning is re- 
spiratory alkalosis. Salicylate stimulates the respira- 
tory center, either directly or through its central 
connections, producing hyperpnea. Chemically, the 
hyperpnea lowers the alveolar carbon dioxide ten- 
sion (pCO,) and, in turn, the carbonic acid concen- 
tration of the blood. By referring to the Henderson- 
Hasselbalch equation (Table 1) it may be seen that, 
in the ratio bicarbonate to HzCO3, when the denom- 
inator is reduced and the numerator remains con- 
stant, the blood pH is alkaline, i.e., greater than 
7-40. 

Two compensatory mechanisms in the body serve 
to ameliorate this pH shift: (1) a renal mechanism 
by which bicarbonate is excreted in an alkaline 
urine, thereby lowering the numerator of the ratio, 
and (2) an accelerated transfer of hydrogen ions 
from the cells to the extracellular fluid. These com- 
pensatory mechanisms serve to temper the pH 
change; they do not entirely correct it to a normal 
pH. 

There are several features about the action of 
these two compensatory systems which have prac- 
tical implications in the therapy of salicylate poison- 
ing. First, adequate amounts of sodium must be 
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The Henderson-Hasselbalch Equation: pH=pK+ con 


Respiratory Alkalosis 


Metabolic Acidosis 


Reduced H2CO; 
Stimulation of the respiratory 
center by salicylate 


Renal: Increased HCO; excretion 
(unless salt depleted) 

Increased transfer of H* from 
cells 

Loss of cellular K* 


Reduced HCO; 
Accumulation of fixed 
acids (ketones, ? others) 


Respiratory: Hyperpnea 
with lowering of the H2CO; 
Decreased transfer of H* 
from cells 

Loss of cellular Na* 


Reduced 

Alkaline* 

Alkaline (unless salt depleted) 
Present 

Probably the initial disturbance in 
all patients; persistent disturbance 
in older children and adults 


Follows respiratory alkalosis; 
only seen in younger patients 


*Acid or alkaline with respect to normal blood pH of 7.40. 
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rigure 1, Metabolic Mechanisms in Salicylate Intoxication. 


INITIAL PHASE 
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ORGANIC ACID 
H ION 


LATER PHASE 


| 
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TISSUES 
FATTY 


KIDNEY 
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A tentative view of the metabolic disturbances occurring in salicylism. On the left is shown the initial phase with respiratory alkalosis 
and disturbances in carbohydrate metabolism; on the right, a later phase where ketosis and metabolic acidosis have supervened. The 


serum chemistries at the bottom of the chart are representative of patients in each phase. Two such series are shown in the initial phase: 


on the left, respiratory alkalosis with adequate renal compensation, and on the right, respiratory alkalosis with salt depletion. 


given, since the kidney must have an adequate sup- 
ply of sodium for excretion with bicarbonate. If the 
patient is salt-depleted, and sodium is not available, 
bicarbonate cannot be excreted and renal compen- 
sation fails. Second, potassium should be supplied, 
since the nature of the cellular-extracellular ex- 
change is such that when hydrogen ions move out of 
cells in increased amounts, a potassium deficiency 
may occur. 

In summary, patients with respiratory alkalosis 
will demonstrate a hyperpnea (which is primary) 
which leads to an alkaline blood pH, a reduced 
blood CO, content, and an alkaline urine (both of 
which are secondary to the compensatory mecha- 


GP » August, 1954 


nisms). In case of salt depletion, the renal mecha- 
nism for compensation may fail, and the urine will 
become less alkaline. 

Metabolic Acidosis. The second acid-base abnor- 
mality which is sometimes encountered in salicyl- 
ism, particularly in children, is metabolic acidosis. 
In this disorder the primary effect is a lowered 
serum bicarbonate through accumulation of fixed 
acid (Table 1). According to the Henderson-Hassel- 
balch equation, the pH therefore falls with reduc- 
tion of the numerator of the ratio. 

Again, two compensatory mechanisms act to 
ameliorate this pH drop: (1) The respiratory cen- 
ter, apparently activated by the increasing acidity 
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Figure 2, Toxic Manifestations of Salicylate Poisoning. 
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These data from the literature represent the occurrence of 87 
toxic manifestations from 58 patients receiving sodium salicylate 
for the treatment of acute rheumatic fever. Note the general re- 
lationship between the blood levels and the severity of the signs. 
Vertical lines over bars showing ranges represent the mean. 


of the blood, is stimulated and a secondary hyper- 
pnea develops which serves to lower the carbonic 
acid content of the blood and restores the ratio of 
the equation to a more nearly normal absolute value. 
(2) The cellular-extracellular mechanism acts by 
decreasing the rate of transfer of hydrogen ions out- 
ward. In addition to these mechanisms, the kidney 
excretes an acid urine which is poor in bicarbonate. 

The cause of the fixed acid accumulation is not 
clear. Recent studies in our laboratory as well as 
those of others suggest that fundamental disturb- 
ances in carbohydrate metabolism occur under the 
influence of toxic doses of salicylate and that the 
acidosis of salicylism may be referable to the accu- 
mulation of ketone bodies in the blood. It is our 
tentative view that the metabolic acidosis of salicyl- 
ism represents an exaggeration of the normal re- 
action to starvation incident to failure of adequate 
glycogen storage by the liver. Of interest also is our 
finding that, under certain experimental conditions, 
a hyperglycemia may be produced in animals pois- 
oned with large doses of salicylates. This has been 
previously reported in certain human cases. A 
summary of the probable metabolic mechanisms in 
salicylism is presented in Figure 1. 


_ Signs, Symptoms, Diagnosis 


Some of the signs and symptoms seen in salicy]- 
ate intoxication are. summarized in Figure 2. As 
shown, the severity of the signs and symptoms gen- 
erally parallels the blood level of the drug. It is also 
instructive to note that subjective or nonspecific 
signs constitute the earliest manifestations occurring 
at lower blood levels. This is of some importance 
since the significance of such symptoms and signs 
in the pediatric patients is likely to be overlooked. 

The symptom of most value is hyperpnea. As 
shown in Figure 2, this occurs at significant blood 
levels. The presence of hyperpnea should be taken 
as a sign of serious intoxication, and such patients 
are best observed in the hospital. The absence of 
hyperpnea, however, does not necessarily indicate 
that the intoxication is mild, since the hyperpnea of 
metabolic acidosis is less severe than that seen in 
respiratory alkalosis. Furthermore, in very serious 
cases, the respiratory center may become exhausted 
and hyperpnea be absent in spite of extremely seri- 
ous degrees of intoxication. 

Other disturbances which may be seen in salicy|- 
ism are leukocytosis, polyuria with small amounts 
of protein and cells in the urine, and hemorrhages 
from the gastrointestinal tract which occur with 
some frequency in severe cases. More severe signs 
and symptoms include tetanic or convulsive seiz- 
ures, hyperthermia, cerebral hemorrhages, acute 
pulmonary edema, and coma. 

With an adequate history, the diagnosis is 
straightforward. However, lacking the history, a 
seriously ill child with hyperpnea, positive tests for 
sugar and acetone in the urine (true or false), re- 
duced carbon dioxide content of the blood (respira- 
tory alkalosis or metabolic acidosis), and hypergly- 
cemia might easily be mistaken for a diabetic in 
acidosis. 

It is not sufficient to merely make the diagnosis of 
salicylism, but one should immediately qualify it as 
to whether respiratory alkalosis or metabolic aci- 
dosis is present. The only unequivocal way to iden- 
tify and differentiate these two disturbances is to 
have an estimation of the carbon dioxide content 
and the pH of the blood. The carbon dioxide con- 
tent of the blood alone is of little value since it is re- 
duced in both disorders (Table 1). It is essential to 
make this differentiation to avoid inappropriate and 
potentially dangerous therapy. 

If the blood pH cannot be obtained, there are 
several clinical aids which may help in making the 
differentiation. An alkaline urine indicates alkalosis, 
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but an acid urine may mean either alkalosis with salt 
depletion, or acidosis. The age of the patient is of 
some importance in that younger children with seri- 
ous salicylism generally have metabolic acidosis (re- 
cently we have observed an exception to this rule). 
Older children and adults rarely have metabolic 
acidosis, as judged from the published case reports. 

Not only is estimation of the blood carbon dioxide 
content and pH essential for proper diagnosis, but 
itis also of great aid in following the patient in ther- 
apy. Patients with respiratory alkalosis may show a 
transition to metabolic acidosis, while those in aci- 
dosis may be shifted back to alkalosis by inappro- 
priate therapy. 


Treatment 


If directed upon physiologic lines, treatment of 
salicylism must be flexible and reassessed at fre- 
quent intervals in order to recognize the rapidly 
changing events which may occur before the body 
is completely rid of salicylate. 

Only a few dogmatic statements may be made. 
First is the provision of ample doses of vitamin K 
to combat the hypoprothrombinemia. In addition, a 
small transfusion of fresh whole blood may be indi- 
cated to provide preformed prothrombin and fibrin- 
ogen. Adequate amounts of ascorbic acid should 
also be provided. 

In moderate or severe cases, an intravenous nee- 
dle should be well secured, if necessary by a cut- 
down. The increased metabolic rate, the hyperpnea, 
the diaphoresis, and the polyuria demand that ade- 
quate quantities of water be provided; this is best 
given as 5 per cent glucose or invert sugar. The 
carbohydrate is necessary for the prevention or 
amelioration of ketosis. Maintenance potassium re- 
quirements should be given. 

In cases with respiratory alkalosis, treatment 
should be directed along the lines of providing ade- 
quate amounts of sodium and water so that renal 
compensation can occur and salt depletion be pre- 
vented. This sodium should be provided as isotonic 
saline and given intravenously. Tetanic seizures 
which may occur as the result of the alkalosis can 
be controlled by the administration of calcium, or 
by rebreathing, or by brief inhalations of 5 per cent 
carbon dioxide. Patients with respiratory alkalosis 
may show a transition to metabolic acidosis; this 
should be anticipated and identified by estimation 
of carbon dioxide content and pH of the blood. 

Sedation in the form of morphine or barbiturates 
to calm the distressed respiratory center is distinct- 
ly contraindicated, since toxic doses of salicylate 
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FIGURE 3. Paths of recovery of acid-base balance in two cases 
of salicylism plotted on a Singer graph. 


appear to synergize the hypnotic and sedative ef- 
fects of such agents, and deep coma may ensue. No 
sedation should be given to such patients. 

Large doses of bicarbonate or lactate designed to 
raise the bicarbonate concentration to normal are 
also probably contraindicated because a sharp rise 
in the bicarbonate concentration may precipitate 
respiratory alkalosis if the blood level of salicylate 
is still high enough to stimulate the respiratory 
center to continuing hyperpnea. 

In other words, in this situation, the respiratory 
center may be acting autonomously and in relative 
independence of the needs of the body for the reg- 
ulation of the carbonic acid concentration and the 
pH of the body fluids. 

This point is illustrated in Figure 3 which depicts 
the pattern of recovery of acid-base balance in two 
cases of salicylate intoxication. Case 1 was a 29- 
month-old boy with severe salicylism. On admis- 
sion to the hospital, he was in respiratory alkalosis 
(point 1 on Figure 3). He received a large bicarbo- 
nate infusion which precipitated a severe alkalosis 
with convulsive seizures (point 2 on Figure 3). When 
the bicarbonate infusion was replaced by saline, re- 
covery proceeded over more nearly normal channels. 

Case 2 was a 24-year-old girl with mild salicyl- 
ism. Upon admission to the hospital, she was in 
metabolic acidosis (point 1 on Figure 3). Between 
points 1 and 3 on Figure 3, she received a small in- 
fusion of sodium lactate. The lactate served to ele- 
vate the serum bicarbonate to a level which, though 
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in the normal range, was too much in the face of a 
reduced carbonic acid concentration, and respira- 
tory alkalosis occurred (point 3 on Figure 3). 

In general, it would seem wise to administer only 
small doses of alkalinizing salts to those patients 
with metabolic acidosis in order to avoid alkalosis. 
Such doses should attempt to raise the bicarbonate 
of the blood not éo normal, but rather by perhaps 
only 4 to 8 mEq./l. at first. The amount of lactate 
or bicarbonate necessary to effect this rise cannot be 
calculated or predicted. It is probably of the order 
of 1.5 to 2.5 mEq./kg. Further doses should be 
judged by the clinical condition of the patient, to- 
gether with the pH and carbon dioxide content of 
the blood. 

In mild cases, gastric lavage may be the only 
treatment indicated, although it is well to inform 
the parents that should hyperpnea or other sus- 
picious signs appear, the child should be promptly 
returned for more definitive therapy. 


It is evident from the above discussion that severe 
salicylate intoxication is a metabolic disturbance 
rivaling in complexity those disorders which are 
encountered in diabetic acidosis. We are in a much 
less fortunate situation than in the case of diabetes 
since far less is known about the metabolic dynamics 
of salicylism. Yet, as in the case of diabetes, the sine 
qua non of proper treatment is an application of the 
knowledge available, supplemented by prudently se- 
lected laboratory tests. 

Although therapy in salicylism must be purely 
symptomatic, if properly formulated, it can do much 
to relieve distressing symptoms. 


I am indebted to Drs. D. L. Hyde, J. L. Caffee, and J. 
P. Conrad, Jr., of Fresno, for permission to reproduce the data 
on Case 1, and to Dr. E. B. Shaw of San Francisco, for his 
permission and co-operation in studying and reporting the find- 
ings on Case 2. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Che Cransverse Arch 


BY DONALD G. BARTON, M.D. 
Concord, N. H. 


1. Introduction. 


Chief among increasing foot ailments is the 
broken transverse arch, with resultant pain, cal- 
losities, and corns. The reason for this is in the build 
of modern shoes. The inner sole at the level of the 
transverse arch is concave from side to side instead 
of being slightly convex. 


2. Anatomy. 


The first and fifth metatarsophalangeal joints are 
the pressure points for the anterior foot and are 
slightly lower than the inner joints, thus making 
a slightly convex arch. Any process which alters 
this relationship destroys the proper formation of 
the foot. The plantar ligaments of the joints are 
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stretched and the nerves and blood vessels are im- 
pinged in their course to the toes. The third and 
fourth toes suffer the most. This is particularly 
true in diabetic and arteriosclerotic patients. 


3. Correction. 


The metatarsal arch pads and built-in arches are 
of very little help partly because they will not stay 
in place but mostly because they are placed too far 
back of the arch. They are seldom placed at the 
level of the arch. 

The logical correction of this shoe defect is in the 
building of the shoe. Shoe manufacturers could 
easily employ an inner sole which would give a 
slightly upward curve from side to side thus con- 
forming with the normal anatomy of the foot at this 
level. It would call for a grade of only 5° or a height 
of % inch at the center. 


4. Conclusion. 


The manufacture of shoes with a slightly convex 
inner sole at the level of the transverse metatarsal 
arch would correct the great majority of foot troubles. 


GP ¢ Volume X, Number 2 


| 
j 
: 
te } 
: 
i 
— 
| 
4 


Cips from Other Journals 


Chylothorax 


Kxepser and Berry state that chylothorax is a serious 
and often needlessly fatal disease which can be 
readily diagnosed and can be cured by simple 
ligation of the thoracic duct. They point out that 
the diagnosis of the chylothorax can be very difficult 
if one depends only on the chemical characteristics 
and gross appearance of the pleural fluid. True 
chyle always has a specific gravity above 1.012, 
and there is usually from 0.4 to 4.0 Gm. of total 
fat in each 100 cc. Other fluids which may resemble 
chyle have a lower specific gravity and usually less 
than 0.3 Gm. of fat in 100 cc. However, quantitative 
fat measurements of chylaceous fluids are expensive, 
often uninformative, and sometimes misleading. 
Furthermore, chyle often cannot be identified by 
the usual methods of fat staining of smears of 
pleural fluid. 

Recognizing these difficulties, the authors use a 
simple in-vivo test based on the selective affinity 
of certain coal tar dyes for fats. Following the 
ingestion of a fat dyed green or violet with the 
lipophilic substance, the colored fat is later re- 
covered from the pleural chyle. 

By this technique many cases of chylothorax can 
be discovered which might otherwise remain un- 
diagnosed. Not only does the test prove that the 
pleural fluid is chyle, it also establishes that the 
thoracic duct fistula is still open and leaking chyle 
into the pleural space. 

In preparing the dye for ingestion, one gram is 
mixed with 4% lb. of butter or oleomargarine. The 
dyed butter is spread very thickly on bread, or the 
dye can be eaten over ice cream. The taste is not 
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unpleasant, but the appearance is startling and not 
especially appetizing. For this reason when the 
green or violet dyes are used, the ingested fat 
seems more palatable when served as a sandwich 
preferably in the dark. The authors prefer not to 
use red dyes because of the ready confusion with 
blood. 

Thoracentesis is done on the following morning. 
If there has been leakage of alimentary chyle into 
the pleural space, the aspirated fluid will be grossly 
discolored by the dye. Churning the collected 
fluid with a stirring rod is the quickest and easiest 
way of concentrating the color in those cases where 
there is any doubt of the gross appearance of the 
chyle. After a few minutes of churning the stained 
fat collects on the rod. 


DIAGNOSIS OF CHYLOTHORAX 


1. The patient ingests a sandwich 
containing 1 Gm. of lyophilic 
dye mixed with %4 Ib. of butter 


2. Subsequent thoracentesis con- 
firms that a pleural effusion 
is chylous if it contains the 
lyophilic dye. 


73 


¥ 
= 


Regardless of the site of rupture of the thoracic 
duct, the authors recommend supradiaphagmatic 
ligation of the duct. This procedure will prevent 
further leakage and will cure the patient of chylo- 
thorax. (Dis. of Chest, 25:409, 1954.) 


Erythromycin for Endocarditis 


FROM OBSERVATIONS in eight patients treated for 
bacterial endocarditis with erythromycin, Geraci 
and Martin concluded that this antibiotic should 
not be used alone for this purpose. It had been 
hoped that erythromycin would be effective in endo- 
carditis due to penicillin-resistant micrococci 
(staphylococci). 

This proved not to be the case. It remains to 
be seen whether or not erythromycin will be valu- 
able when used in combination with agents other 
than penicillin. (Proc. Staff Meet. Mayo Clin., 
29:109, 1954.) 


Methantheline for Asthma 


THE AUTONOMIC nervous system supplies a dual 
innervation to the bronchi. Sympathetic fibers have 
a bronchodilating influence, while parasympathetic 
fibers have a bronchoconstricting influence. Thus 
two approaches to the treatment of bronchocon- 
striction can be diagrammed as shown below. 

The use of sympathicomimetic drugs for relief 
of asthma is well known. Parasympathicomimetic 
blocking agents have generally not been very help- 
ful. However, Sjoerdsma and Dodge have evaluated 
methantheline bromide (Banthine) for this purpose, 
and have found that it is effective. They gave the 
drug intravenously (50 mg. in 10 cc. of isotonic 
saline). 


Bronchodilation 


(Parasympathicomimetic) 
Influences 
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Bronchoconstriction was rather readily relieved. 
Patients had subjective relief from dyspnea, and 
showed objective improvement when ventilatory 
function was measured. Three types of side effects 
were rather uniformly encountered—tachycardia, 
dryness of the mouth, and blurring of vision. 

However, these side effects were never so bad that 
the drug had to be stopped. (Am. J. M. Sc., 227 :255, 
1954.) 


Into the Future via Hypnotism 


In a recent preliminary report, Rubenstein and 
Newman described what happened when hypnotized 
subjects were given the suggestion that they were 
living an experience in some future date. All of 
the subjects lived out “future” events with a 
verisimilitude equal to their accounts of the past. 
They did not attempt to describe events outside 
their own lives, but some of their descriptions 
contradicted their present plans and daydreams, 
and included unpleasant experiences. 

The authors believe that this study indicates 
that hypnotic regression, like hypnotic progression, 
is often pure fantasy, devised by the subject to 
please the hypnotist. However, they suspect that 
this is not always true—that when a subject “re- 
lives” a traumatic past experience, there is more 
fact than fantasy. In addition, they suggested that 
hypnotic progression affords another method for 
study of the total personality. (Science, 119:472, 
1954.) 


Post-Surgical Bleeding 


PENN AND WALKER report two cases of major hemor- 
rhage which followed pulmonary resection for 
bronchiectasis. In both cases the blood coagulation 
defect was due to hypofibrinogenemia. Determi- 
nation of the blood clotting time and a study of the 
clot itself help to establish the cause of the bleeding 
when due to this defect. (New England J. Med., 
250:764, 1954.) 


Artificial Respiration 


Exam, Brown, and Elder studied by objective 
techniques the respiratory gas exchange of patients 
receiving mouth-to-mask artificial ventilation. Their 
studies demonstrated that normal respiratory blood 
gas exchange of the patient was consistently pro- 
duced by mouth-to-mask or mouth-to-tracheal-tube 
ventilation. 

They concluded that this method is the ideal 
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emergency procedure for artificial ventilation, not 
only because of effective respiratory gas exchange, 
but also because no equipment is essential, the most 
elaborate accessory being a simple face mask. Also 
the operator knows immediately whether the patient 
is being ventilated, and sufficient inflating pressure 
is automatically exerted to insure delivery of an 
adequate volume, since the operator can increase his 
expiratory pressure to provide delivery of the tidal 
inflation. Without the mask, a mouth-to-nose tech- 
nique with a handkerchief “filter” is effective. 

The potential hazard of rupture of the lung in 
patients with small or abnormal lungs, which must 
be recognized for all methods of artificial ventila- 
tion, may be excluded if inflation is terminated 
when there is perceptible expansion of the chest. 
(New England J. Med., 250:749, 1954.) 


Intra-Articular Cortisone 


FirTy PATIENTS with rheumatoid or hypertrophic 
arthritis were treated with a total of 475 injections 
of cortisone given intra-articularly or paravertebral- 
ly by Cohen, Rose, and Seven. Relief of pain and 
tenderness, diminution in joint swelling. and in- 
crease in range of joint motion occurred in forty- 
five patients. In some cases the increase in range of 
joint motion was sufficient to restore function in a 
previously useless joint. The authors found para- 
vertebral injection to be safe and effective around 
cervical, thoracic, and lumbar articulations. 

There were no significant untoward effects in 
cases of prolonged therapy besides transient local 
pain after injections. This could be reduced by 
mixing the cortisone suspension with an equal 
volume of 1 per cent procaine hydrochloride. 
(New England J. Med., 250:507, 1954.) 


Retrolental Fibroplasia 


IN RECENT YEARS, retrolental fibroplasia has be- 
come a prominent cause of blindness, due in large 
measure to the increased incidence of survival of 
prematurely born infants. In such infants the 
blood vessels of the retina are developing rapidly 
and are extraordinarily vulnerable to various external 
influences. Resulting distortions of retinal vascular 
growth lead to alterations in the retina and in the 
vitreous that explain partial or complete blindness. 

According to a review by Ingalls and Purshottam, 
the environmental factor having the greatest noxious 
effect is a variation in oxygen supply to the retina. 
Paradoxically, both hypoxia and hyperoxia have a 
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Mechanisms in retrolental fibroplasia 


similar adverse influence. So it is that a veritable 
epidemic of retrolental fibroplasia has seemed to 
result from the widespread use of incubators in 
which high concentrations of oxygen are supplied 
to premature infants. The mechanism whereby too 
much oxygen causes the retinal disorder is un- 
known. A secondary influence seems to be found in 
sudden changes in oxygen saturation in the environ- 
ment—for example, sudden removal of the infant 
from an incubator environment (oxygen saturation 
high) to room air (saturation relatively low). 
Ingalls and Purshottam infer that hyperoxia “in- 
duces its structural changes through a series of 
events leading to histoxic anoxia of the retina.” 
Other factors that may participate in the pathogenesis 
of retrolental fibroplasia are shown in the ac- 
companying diagram (adapted from a method 
presented by Richmond and Lustman in the Journal 
of Medical Education for May, 1954). (New England 
J. Med., 250:621, 1954.) 


Gastric Ulcer 


Gort, Shapiro, and Kelpy studied 138 patients 
with gastric ulcer in an effort to determine the best 
criteria for early surgical operation. Their main 
interest was in the problem of differentiating benign 
from malignant ulcers. As a result of their analysis 
they have adopted a policy for the management of 
patients with gastric ulcer. 

They advise prompt surgery as assurance against 
cancer if the x-ray findings are at all suggestive of 
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cancer, if there is histamine achlorhydria, or if the 
ulcer is located on the greater curvature. With 
these exceptions the authors believe that patients 
under 50 years of age should receive a trial at medi- 
cal management. For older patients in whom age is 
the only factor suggesting a high probability of 
cancer, the decision for or against early operation is 
determined by the estimation of surgical risk. If the 
patient is a good risk, surgery is advised; if he is 
a poor risk a trial at medical management is pre- 
ferred. Surgical treatment is also recommended if 
the ulcer fails to heal under medical therapy or if 
it recurs. (New England J. Med,, 250:499, 1954.) 


Solitary Pulmonary Lesions 


IN CHEST FILMS obtained on hospital admission in 
40,000 patients, May, Rose, and Dugan report that 
sixty “solitary pulmonary lesions” were detected. 
The term, solitary pulmonary lesion, by usage has 
come to denote a round or ovoid nodule with sharp 
or indefinite borders that are located completely 
within pulmonary tissue. It is now generally agreed 
that such lesions usually can be diagnosed only by 
surgical removal and microscopic study. 

In the sixty cases described by May and asso- 
ciates, diagnosis was ultimately made in thirty-six 
(by operation, autopsy, or other means). Eight were 
bronchiogenic carcinoma, four were metastatic car- 
cinoma, fourteen were tuberculous foci, and three 
were fungus lesions. The remainder were mainly 
innocuous conditions. The authors concluded: “In 
light of the high proportion of cases in which these 
lesions are found to be malignant or otherwise po- 
tentially inimical, excision for diagnosis is indi- 
cated, since rarely can diagnosis be made by any 
other means.” (California Med., 80:9, 1954.) 


Rest and Exercise in Minimal Tuberculosis 


PackaRD and Flynn studied the records of 152 
patients with active minimal tuberculosis treated 
during the years 1921 to 1929. These patients were 
treated by combined rest and exercise. They rested 
fully dressed in reclining chairs, and walked to the 
dining room in an adjacent building for their meals. 
They were allowed 15 minutes of exercise twice 
daily in addition to walking to their meals. 

A follow-up analysis indicated that thirty-four 
patients (22.4 per cent) suffered initial relapses. 
A relapse was diagnosed by clinical signs and 
symptoms, confirmed by the roentgenogram. In 
this relapse group, seventeen (11.2 per cent) 


eventually became well and returned to work. 
Fifteen (9.7 per cent) were dead or disabled }y 
tuberculosis, while two (1.3 per cent) were dead of 
other causes. Taking the group of 152 patients as 
a whole, 84 per cent were well and working when 
last heard from. 

The results of this study indicate that the end 
results of the treatment of minimal tuberculosis by 
combined rest and exercise are comparable with the 
results obtained by strict or modified bed rest. (Am. 
Rev. Tuberc., 69:50, 1954.) 


Sinorespiratory Infections 


THE EPIDEMIOLOGY of respiratory infections involv- 
ing wards, nurseries, institutions, and barracks is 
widely appreciated, according to Prigal. He points 
out however that there have been inadequate 
studies on the epidemiologic aspects of sinorespir- 
atory infections within the family group. His bac- 
teriologic studies indicate that chronic sinorespir- 
atory infections are contagious within the family 
group and that the hemolytic staphylococcus is fre- 
quently encountered. 

In searching for possible sources of infection or 
reinfection within the family groups, it was noted 
that there was an unusual occurrence of low-grade 
infections about the eye, such as styes, conjunctivi- 
tis, and blepharitis. Furthermore, it was not unusual 
for infections of the ear and skin to be present within 
the family. On the basis of this part of the study, the 
author believes that it would be logical, when one is 
confronted with the problem of chronic sinorespir- 
atory disease particularly in children, to look for 
foci of infection elsewhere in the patient’s body 
(eyes, skin, ears) or in those in intimate contact 
with the patient. These infections of the skin and 
eye in the patient and/or relative may act as a focus 
for infection and reinfection. 

The therapeutic approach for repeated or chronic 
sinorespiratory infection is therefore not only to 
treat the infection in the respiratory tract with the 
proper antibiotics, but also to search for and 
eradicate any “‘disseminators” in the skin, eye, etc. 
The search should be extended to other members 
of the family, and hygienic measures should be in- 
stituted particularly as to sharing of clothing, tow- 
els, handkerchiefs, etc. During an acute upper 
respiratory infection or during an exacerbation of 
a skin or eye infection, special precautions including 
isolation should be instituted. The chronically ill 
patient should be protected from the carrier within 
the family. (Dis. of Chest, 25:448, 1954.) 
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Prognosis Following Myocardial Infarction 


Coit, Singian, and Katz studied the long-term 
prognosis following a first episode of myocardial 
infarction in 461 patients. The immediate mortality 
(within two months) was 105 cases (Figure 1). 


Figure 1. 


105 (23%) 
Immediate 
Mortality 


461 Cases 


Of the survivors, 285 patients were followed 
completely enough to provide data on length of 
survival and on factors influencing survival. Dura- 
tion of survival in this group is shown in Figure 2. 


Figure 2. 


285 Cases followed beyond 2 months 


Two-thirds lived over 5 years 


Two-fifths lived over 10 years 


One-tenth lived over 15 years 


Various influences on survival were analyzed, 
with the results shown in Figure 3. 

The authors found that the best index to prog- 
nosis after recovery from an initial attack of myo- 
cardial infarction was the ability of the patients 
to resume full activity. They concluded: 

“This study suggests that the long-term survival 
time of recent myocardial infarction is better than 
that previously estimated, especially for the first 
episode. The implications of this in evaluating the 
role of prophylactic surgery or major medicinal 
regimens are obvious. The possibility of restitution 
to full activity is real for many persons surviving a 
myocardial infarction.” (Circulation, 9:321, 1954.) 
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Effect of Sympathectomy on Circulation 


In animal experiments, Flasher, White, and Drury 
assayed the effect of sympathectomy on circulation 
in a limb in which an artery was ligated abruptly. 
In a sympathectomized limb, the size of collateral 
vessels (measured by angiography) and the pressure 
in the ligated artery at a point distal to the ligature 
were essentially the same as in a nonsympathecto- 
mized limb. However, the usual increase in tem- 
perature was noted in the sympathectomized limb. 
The authors suggested that sympathectomy causes 
a shift of blood from the deeper tissues to the 
skin, without any increase in total collateral flow. 
(Circulation, 9:238, 1954.) 


Kveim Test in Sarcoidosis 


Tue Kvem TEsT consists of an intracutaneous in- 
jection of a tissue suspension of sarcoid lymph 
nodes. The test is not widely used in the diagnosis 
of sarcoidosis due to a number of inherent diffi- 
culties. The sarcoid tissue is not easy to obtain in 
quantity; the suspension cannot be standardized 
as to its potency; and the length of time needed 
to interpret the test tends to lessen its practical 
application. Furthermore, some investigators have 
questioned the specificity of the test. 

Rogers and Haserick evaluated the test based on 
the reactions in eighty-eight patients. The test was 
performed in the same manner as is the tuberculin 
test. The injection is usually made on the flexor 
aspect of the forearm, and a mole scar or other 
blemish is used to chart the test site. Patients were 
instructed to return in six weeks, at which time 
the test site was excised with a small 5-mm. cu- 
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taneous punch. The sole criterion of a positive test 
was the histologic demonstration, in the excised 
test site, of a tuberculoid reaction resembling cu- 
taneous sarcoidosis. 

The authors observed that if the injection was 
made superficially in an area where there was little 
underlying fat, such as the forearm, and no papule 
or palpable infiltration was present at the test site 
within six weeks, such a test site revealed normal 
skin when excised. The smallest degree of tuber- 
culoid infiltration encountered reflected its presence 
clinically as an area of induration at the test site. 
On the basis of this experience, the authors felt 
justified in interpreting the test as negative when no 
infiltration appeared at the test site six weeks after 
the superficial injection of an antigen known to be 
potent. 

The Kveim test was positive in forty patients 
all of whom had active sarcoidosis. Negative reac- 
tions were obtained in patients who had sarcoidosis 
in remission and in patients having other diseases. 
When normal lymph node and normal spleen sus- 
pensions were prepared in the same manner as was 
the Kveim antigen and injected in the same way 
there was no cutaneous response. 

On the basis of this experience the authors 
concluded that the presence of a tuberculoid reac- 
tion resembling sarcoidosis at the Kveim test site 


in six weeks is strong evidence that the patient has 
active sarcoidosis. (Cleveland Clin. Quart., 21:79, 
1954.) 


Reserpine for Hypertension 


RAUWOLFIA serpentina has been introduced into 
this country for the treatment of hypertension. 
Reserpine, a pure alkaloid, has been isolated from 
this drug. Wilkins and associates reported on the 
effects of reserpine in over one hundred patients 
with hypertension. They found that this agent has 
modest hypotensive and bradycrotic actions. Its 
effects were about the same as those of Rauwolfia. 

Reserpine also has side effects similar to those 
of Rauwolfia. In order of frequency these were 
sedation, nasal congestion, weight gain, diarrhea, 
nightmares, and depression. These symptoms could 
always be decreased or eliminated by reduction or 
interruption of the medication. 

The total daily dosage of reserpine was one thou- 
sandth that of Rauwolfia. This 1:1,000 proportion 
was further borne out in the patients maintained 
on Rauwolfia by the substitution of one microgram 
of reserpine for each milligram of Rauwolfia pre- 
viously given. The authors concluded that reser- 


pine can be regarded as the chief active princip|: 
of Rauwolfia. (New England J. Med., 250:477. 
1954.) 


Letterer-Siwe’s Disease 


LETTERER-SIWE’S disease (nonlipoid reticulo-endo- 
theliosis) is a rare, usually fatal illness occurring 
most frequently in children under 2 years of age, 
and characterized by a hemorrhagic maculopapular 
rash, hepatomegaly, splenomegaly, lymphadeno- 
pathy, and anemia. A hypothesis has been ad- 
vanced linking this disorder with Hand-Schuller- 
Christian disease and eosinophilic granuloma of 
the bone. 

Saenger and Johansmann reported five cases of 
typical Letterer-Siwe’s disease emphasizing certain 
pulmonary roentgen findings. Four of the five cases 
showed similar pulmonary lesions consisting of 
finely nodular densities varying from 1 to 3 mm., 
scattered diffusely throughout both lung fields. If 
the survival period was prolonged, pulmonary 
emphysema was associated. These changes were 
similar to those associated with cystic fibrosis of 
the pancreas, acute histoplasmosis, and dissemi- 
nated tuberculosis. Only the association made them 
diagnostic. One case showed a small amount of 
finely nodular infiltration in the right lower lung 
field. 

The authors stated that the diagnosis of Let- 
terer-Siwe’s Disease should be considered in the 
differential diagnosis of finely nodular or miliary 
infiltrates in chest roentgenograms of infants and 
-young children. The presence of a hemorrhagic 
skin rash, scaly dermatitis, especially over the 
scalp, enlargement of liver, spleen, and lymph 
nodes are important clinical findings. Biopsy of the 
skin lesions is diagnostic. The distinctive pathologic 
feature is a nodular or diffuse proliferation of his- 
tiocytes. (Am. J. Roentgenol., 71:472, 1954.) 


Erythema Nodosum 


ERYTHEMA NODOSUM is a nonspecific inflammatory 
reaction of the skin to bacterial, toxic, and chemical 
agents. It is usually associated with an acute febrile 
illness, and often with joint pains and malaise. 
However, erythema nodosum is not infrequently 
associated with pulmonary hilar lymphadenopathy, 
and therefore this diagnosis must be considered in 
patients having enlarged hilar shadows, according 
to Maurice and Tuhy. 

In the United States, upper respiratory infec- 
tions, especially to beta hemolytic streptococci, 
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seem to be the commonest etiologic factor in 
erythema nodosum. Rheumatic fever is an un- 
common cause. The ingestion of iodides, bromides, 
salicylates, sulfonamides, thiouracil, antibiotics, 
and heavy metals has precipitated the development 
of erythema nodosum. Sarcoidosis, coccidioido- 
mycosis, and tuberculosis are also sometimes asso- 
ciated with erythema nodosum. (Dis. of Chest, 
25 :328, 1954.) 


Retroclavian Lymph Node Biopsy 


CARSTENSEN and his associates performed retro- 
clavian lymph node biopsy (scalene node biopsy) 
in fifty-six patients. In forty-two of these there was 
hilar lymph node enlargement; eleven had lung 
changes without any marked hilar lymph node 
enlargement; in one case there was a mediastinal 
tumor, and in two pleurisy of unknown origin. The 
method gave a positive aid to the diagnosis in 60 
per cent of the cases. Out of forty-five typical or 
strongly suspected cases of sarcoidosis without 
palpable lymph nodes, the diagnosis was confirmed 
in thirty (66 per cent) by means of this form of 
biopsy. (Dis. of Chest, 25:443, 1954.) 


Fractures in Childhood 


THE PRINCIPLES of fracture treatment in children 
differ greatly from those of adult fractures, accord- 
ing to a recent report by Lichtenberg. These dif- 
ference are due to the ability of children to heal, 
and to the factor of growth. 

Growth occurs throughout all portions of the 
bone and not merely at the epiphyseal portions 
which are concerned mainly with length. Growth 
occurs in all diameters, explaining the great tenden- 
cy to correct deformities of length, apposition, and 
angulation. Although a perfect reduction will speed 
the rate of convalescence, repeated manipulation 
is not necessary and will only result in increasing 
soft tissue trauma. Open reduction is necessary 
less frequently than in adults, although in fractures 
with displacement involving the medial epicondyle 
of the humerus, the lateral condyle of the humerus, 
the vitreous epicondyle, and the second condyle of 
the humerus, and the radial neck, open reduction 
should be considered the best form of treatment to 
prevent marked deformity. 

Fractures which involve the epiphyses can result 
in shortening, but malposition of the epiphysis 
itself is not a cause of deformity. In three areas, 
malposition of the epiphyses will not be corrected 
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by nature and, therefore, displacement should be 
corrected promptly, if necessary by operation. 
These areas are the three intra-articular epiphyses 
of the body—the external condyle of the humerus, 
the capital femoral, and the proximal radial. 

Lichtenberg stated that one of the most danger- 
ous fractures in children is the supracondylar 
fracture of the arm, because of the extensive damage 
to soft tissue and the possibility of development of 
ischemic contracture of the forearm and hand. In 
these fractures, manipulations should be performed 
only in those cases with moderate displacement, 
since manipulation tends to increase soft tissue 
damage. The author prefers skeletal traction sus- 
pension which gives an excellent reduction with 
little or no additional trauma. 

Fractures of the olecranon, in general, were 
treated by simple immobilization, with the excep- 
tion of one which required open reduction. 

The most frequent fractures of childhood are 
those of the forearm. The author reported 688 
patients in this group. Perfect functional and, after 
one year, perfect anatomic results will be obtained 
without apposition in young children, as long as the 
alignment is reasonably good. Persistent angula- 
tion, however, especially lateral angulation, will 
produce limitation of supination and pronation. 

Fractures of the tibia and fibula were treated by 
immobilization alone in 61 per cent of cases, and 
manipulations followed by immobilization in 28 
per cent. Traction was employed in only five cases. 
Operative reduction was employed in only eight 
instances, six of these being opened fractures. The 
author stressed the need for conservatism in the 
treatment of childhood fractures with the avoidance 
of repeated manipulation. (Am. J. Surg., 87: 330, 
1954.) 


Flexor Tendon Rupture in Colles Fracture 


Broper has called attention to the possibility of 
gradual erosion and rupture of flexor tendons in 
malunited Colles fractures with volar bony projec- 
tions of the distal end of the radius. A number of 
cases have been described previously of rupture of 
the long extensor tendon of the thumb and occa- 
sionally of the long abductor in such Colles frac- 
tures. An incidence of rupture of the flexor pollicis 
longis and flexor profundus tendons to the index 
finger in disease of the carpal lunate bone has also 
been described. 

The author presented a case in which a 71- 
year-old man noticed the gradual onset of loss of 
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power in the right wrist and hand, with pain and 
swelling, which developed sixteen months after re- 
duction of a Colles fracture. Because of the dis- 
ability, he was hospitalized and, on physical exami- 
nation, was found to have a fluctuant, soft mass on 
the palmar surface of the ulnar side of the right 
wrist. There were several small nodules palpable in 
the same area; these proved to be proximal ends of 
the ruptured flexor tendons and were felt to move 
proximally and distally when motion was attempted. 
All active flexion was absent at the distal inter- 
phalangeal joint of the third finger and at both the 
proximal and distal joints of the fourth and fifth 
fingers. There was also moderate restriction of the 
wrist motion. The flexor tendon sheaths were dis- 
tended with fluid, but dorsal to the sheath the volar 
bony projection of the distal end of the radius 
was obvious. 

The tendons were sutured with a satisfactory 
result. The case was presented to illustrate the 
danger of improper reduction of Colles fractures 
and one of the complications which can result from 
flexion of tendons over a bony prominence. (J. Bone 
e> Joint Surg., 36A:404, 1954.) 


Lymphatic Metastases in Cancer of Rectosigmoid 


McEtwain and his associates have carried out ex- 
tensive pathologic studies to determine the system 
of drainage from the rectum and sigmoid in tumors 
of this area. In the dissection of lymph nodes in 
specific cases, they have found that the lymphatic 
drainage originates in the mucosa and passes through 
a subepithelial plexus to more corase tubules in 
the submucosa. Thence, the lymphatics travel radi- 
ally to the muscular coats and to the subserous 
plexus. Channels from this area flow into lymph 
follicles also in the subserous plexus, and thence 
into pericolic nodes about 1 cm. from the bowel 
wall. From pericolic glands, the flow is to inter- 
mediate nodes located at the branches of the large 
arteries, and thence to principal nodes at the origin 
of the main large bowel arteries, such as the superior 
and inferior mesenterics. In tumors of the rectum, 
such a course is usual, but in tumors of the sigmoid, 
there may be skipped patterns of drainage. 

The authors have ligated the inferior mesenteric 
artery in a large number of cases without inter- 
ference of blood supply, and have found that in 17 
per cent of the ninety cases described, “‘positive” 
lymph nodes were located at the origin of the 
inferior mesenteric artery. In 9 per cent of the 
cases, ligation of the inferior mesenteric artery be- 


low the left colic branch would not have remove: 
“positive” nodes in the upper portion of the 
mesentery. Circulation to the bowel is maintaine:! 
after ligation of the inferior mesenteric artery by 
the marginal artery described by other authors. 
The authors therefore recommended that ligation of 
the inferior mesenteric artery at its aortic origin be 
performed in extirpation of all cancers of the distal 
colon and rectum, and they stated that it is a safe 
procedure. (Surgery, 35-513, 1954.) 


Wringer Injuries 


In a REPORT of thirty cases of wringer injuries. 
Hardin and Robinson have described methods of 
early and definitive treatment to preserve, as much 
as possible, useful tissues and adequate function. 
Although it is often difficult to determine the via- 
bility of the covering skin in the injured area, they 
stated that the gross appearance of the tissue, in 
absence of bleeding on excision, is criterion enough 
for surgical removal and immediate replacement of 
the damaged tissue. Although absence of sensation 
to pinprick in certain cases is an aid to guide the 
débridement, excision of tissue when indicated 
should be conservative. 

In the immediate treatment, penicillin or another 
antibiotic was given to all the patients with open 
wounds. Granulating surfaces were treated by 
daily changes of fine-mesh, moist saline pressure 
dressings, to prepare for split-thickness grafting. 
The authors had no success in using enzymatic 
débriding agents and felt that their failure as thera- 
peutic agents depended upon the fact that they do 
not possess collagenase activity but are mainly 
fibrinolysins. 

Definitive reconstructive surgery was deferred 
until all inflammatory induration had subsided, and 
the degree of deformity could be ascertained. Oper- 
ating upon indurated tissue produced summation 
of scarring. If treatment of the original wound has 
been ideal and primary healing has occurred, 
reconstructive surgery can be performed earlier. 

There were no fractures in any of their cases, 
and no arterial spasm was encountered. Twenty of 
the patients required some type of skin grafting. 
Pedicle flap coverage was used in eight patients 
because of exposed tendon or bone. In one patient, 
aged 2, whose arm had been caught in a wringer for 
two hours, amputation of the arm was necessitated 
by extensive damage to skin, muscle, and axillary 
vessels. There were a few late residual deformities 
in others of the younger age group. 
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In the adult group, injury was limited to the skin 
of the dorsum of the hand where avulsion or later 
full thickness loss of skin was the characteristic 
damage. Restricted motion in the metacarpo- 
phalangeal and distal interphalangeal joints was 
more common in the older age group. The authors 
emphasized the importance of placing the hand in a 
position of function to minimize functional disa- 
bility. (J. Bone e Joint Surg., 36A: 292, 1954.) 


Intussusception with Complications 


IN MOST INSTANCES, intussusception in children can 
be recognized clinically by its sudden onset, par- 
oxysmal pain, vomiting, palpable tumor, and the 
later appearance of blood and mucus in the stools. 
In such cases, as indicated by Ling in a recent arti- 
cle, reduction can be accomplished usually by the 
hydrostatic pressure of a barium enema. However, 
in the presence of complications, this form of treat- 
ment is dangerous and should not be employed. 
In the absence of complications, the author has 
found that intussusception is nonobstructive and 
nonstrangulating, and rarely produces signs of ob- 
struction or peritonitis. The recognition of these 
complications on roentgenologic examination is not 
infallible but can be demonstrated in the majority 
of cases. Evidence includes dilatation of the small 
bowel, with or without signs of peritonitis. In such 
cases, hydrostatic pressure reduction should be 
attempted only with extreme caution, if at all. Com- 
plete reduction in such cases does not rule out the 
possibility of complications, and surgical explora- 
tion is usually indicated. Furthermore, failure to 
demonstrate ideal reflux, even in the absence of 
signs of obstruction or peritonitis, is an important 
criterion for surgical intervention. X-ray studies in 
such cases should include preliminary recumbent 
and erect anteroposterior and upright lateral pro- 
jections of the abdomen. (Radiology, 62: 505, 1954.) 


Regional Enteritis of the Duodenum 


ALTHOUGH 75 per cent of cases of regional enteritis 
involve the terminal ileum, this disease may affect 
any part of the small intestine, according to a recent 
article by Brown and Sims. These authors reported 
two cases involving the duodenum. Both occurred 
in young women and, in one, only the third por- 
tion of the duodenum was diseased, the remaining 
intestinal tract being entirely normal. In the second, 
the first portion of the duodenum was involved and 
also the terminal ileum. Biopsies in both cases were 
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reported to show only chronic inflammation. Both 
patients complained of nausea and vomiting, with 
gastric retention, and x-ray studies, revealed dilata- 
tion of the stomach with narrowing of the duodenum. 

The authors emphasized that the diagnosis of 
this condition is often difficult until it has existed 
for some time and has resulted in intestinal obstruc- 
tion. Although diarrhea is common, there can be 
extensive disease without it. Low-grade fever may 
be present for several months before other symp- 
toms appear. Anemia is a frequent early sign and, 
in cases of unexplained anemia, regional enteritis 
should be considered in the differential diagnosis. 
Since fistula formation is common, the diagnosis 
should also be considered in any patient having a 
fistula, including a perianal fistula. 

Since the terminal ileum is involved in a large 
percentage of cases and since the terminal ileum 
often fills in barium enema study, it may be possible 
by this test alone to diagnose regional enteritis. In 
some instances, however, roentgen studies of the 
small intestine will be necessary. Evidence of 
regional enteritis may be difficult to demonstrate by 
x-ray examination until the disease has become ex- 
tensive and has caused partial obstruction. Should 
the first x-ray study of the small bowel prove incon- 
clusive, a second study at a later date should be per- 
formed. (Cleveland Clin. Quart., 21: 95, 1954.) 


Hyaluronidase in Paraphimosis 


PaRAPHIMOSIS, with which all general practitioners 
become familiar, is a condition in which the prepuce 
becomes displaced and fixed behind the glans penis. 
It is often painful and is usually associated with a 
tight preputial margin which acts as a constricting 
ring when it retracts behind the glans. The edema 
which then develops may prevent replacement of 
the prepuce. Although it is sometimes possible to 
replace the prepuce manually if the edema has not 
become severe, a dorsal slit operation is often 
necessary to accomplish this. 

A case has been described in which extensive 
paraphimosis with edema of forty-eight hours’ dura- 
tion was reduced successfully with the aid of hyalu- 
ronidase. One hundred and fifty turbidity units of 
hyaluronidase was dissolved in 2 cc. of a 1 per cent 
procaine solution and drawn into a syringe. After 
the skin of the prepuce had been cleansed, the 
constricting ring was exposed gently by retracting 
the edematous collar. The hyaluronidase solution 
and procaine was then injected. The distribution of 
the solution was aided by massage with an annular 
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band of gauze. Within fifteen minutes it was possi- 
ble to express the remaining edema into the adja- 
cent tissues, and the prepuce could be replaced to 
its normal position. 

The rationale of this method of treatment de- 
pends upon the peculiar property of hyaluronidase. 
This enzyme acts by depolymerizing the long chains 
of polymerized hyaluronic acid that make up the 
bulk of the ground substance of connective tissue. 
By this means, solutions are enabled to spread more 
easily and more rapidly into the tissues and thus be 
absorbed. 

The use of procaine aids reduction of the con- 
stricting ring by relieving pain. (Cleveland Clin. 
Quart., 21: 24, 1954.) 


Effect of d-Amphetamine on Blood Pressure 


Goopman and Housel found that d-amphetamine 
sulfate had no adverse effect when given as part 
of a weight-reducing program to obese hypertensive 
patients. In particular, the drug did not cause an 
increase in blood pressure greater than the maxi- 
mum fluctuation observed before the start of the 
study. 

The d-amphetamine sulfate was administered in 
doses large enough to curb appetite. The size of 
this dose showed considerable individual variation, 
up to a maximum of 15 mg. three times a day. At 
higher dosage levels, nervousness and insomnia 
sometimes made it necessary either to curtail the 
dose or to add a sedative to the regimen. (Am. J. 
M. Sc., 227:250, 1954.) 


Relapsing Pancreatitis 


RELAPSING pancreatitis is a recurrent progressive 
disease, difficult to diagnose. In a recent article, 
Poppel has indicated that certain roentgenologic 
characteristics can be helpful in recognizing this 
disorder and in following its progress. 

During acute or subacute exacerbation, the 
papilla of Vater becomes edematous and this en- 
largement can sometimes be detected on gastro- 
intestinal series. A functional disturbance of the 
duodenum takes the form of changed, usually in- 
creased, motility, retroperistalsis, or localized areas 
of spasm. The duodenal loop may be very irritable. 
Later with enlargement of the pancreatic head, 
there is a widening of the duodenal loop. The 
stomach may show spasm early in an attack, with 
elevation and flattening of the greater curvature as 
the pancreas enlarges. Extreme tenderness is pres- 


ent over the pancreatic area itself. An opaque cal- 
culus may be visible in the biliary tract. Occasion- 
ally it is possible to visualize an enlarged gallbladder 
by cholecystography. Local ileus of the upper jeju- 
num is evidenced by dilatation with gas and atonic- 
ity. Some fluid may be present in the peritoneal 
cavity, shown by increased density throughout the 
abdomen and absence of normal organ outlines. 
Slight elevation of the diaphragm may be present 
bilaterally. Immobility may appear later, especially 
on the left side. 

In chronic pancreatitis, calcareous deposits are 
often present in the pancreatic parenchyma and 
calculi in the ducts. Localized masses sometimes 
appear, indicating a cyst or pseudocyst. If an ab- 
scess develops and contains fluid and gas, a fluid 
level will appear. An increase in the diameter of the 
midline retrogastric soft tissue depends upon the 
size of the pancreas and associated masses. On 
cholangiography, the lower end of the common 
duct shows an irregular, undulated, tapered nar- 
rowing. (Radiology, 62: 514, 1954.) 


Pentylenetetrazole for Senile Patients 


Anposca studied the effect of oral therapy with 
pentylenetetrazole (Metrazol) on twenty patients 
with cerebral arteriosclerosis. All of the patients 
showed slowing of the mental processes and were 
rather apathetic, but none were actually psychotic. 
All were at least partially bedridden and some 
completely so. 

To test the effect of dosage, ten patients re- 
ceived one tablet (0.09 Gm.) of pentylenetetrazole 
four times a day, and the other ten patients re- 
ceived two tablets four times a day. The medication 
was continued for two months. All but five of the 
twenty patients gave some evidence of physical and 
mental improvement such as greater and quicker 
responsiveness, less depression or confusion, and a 
better physical status. 

In most cases in which improvement occurred, 
it usually became noticeable in seven to ten days.. 
To determine the duration of the tonic effect, the 
drug was withdrawn after two months. About two 
weeks later the patients began gradually to regress 
to their former status. 

The group receiving the larger dosage showed a 
greater percentage and degree of improvement than 
the other group. There were no side effects or 
complications from the medication and there was 
no increase in blood pressure. (New England J. 
Med., 250:461, 1954.) 
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Information Please 


Use of Tetanus Toxoid 


Q. Recently a patient developed severe serum sickness after 
receiving tetanus antitoxin. Please let me know: (1) May im- 
munization with tetanus toxoid be instituted? (2) If so, how soon 
may this be started? (3) What, if any, reactions may be looked 
for to such active immunization? 


A. The patient may be given tetanus toxoid, and 
it should be given immediately, dependent upon 
the indication. Reactions, under the conditions 
mentioned, are extremely unusual. 


Goiter in Pregnancy 


Q. What treatment, if any, is recommended for a young woman 
age 24, para | gravida I, with a symmetrically enlarged thyroid 
gland? No toxic symptoms are present. Her BMR is plus four. 


a. A symmetrical enlargement of the thyroid 
gland occurring in pregnancy is most probably a 
manifestation of a deficiency of iodide. This is ag- 
gravated by the demand for an increased supply of 
thyroid hormone during the pregnancy; as a result 
the thyroid gland becomes hypertrophied and hy- 
perplastic. 

The compensatory changes are usually sufficient 
to maintain the subject in a state of euthyroidism, as 
in this case. 

A minimal goiter often can be made to diminish 
or disappear after the weekly administration of one 
drop of a saturated solution of potassium iodide. 
The therapy should be continuéd throughout the 
pregnancy and for several months thereafter. 

If the enlargement has appeared relatively re- 
cently, and is of more than slight degree, it is rec- 
ommended that 0.2 gram (3 grains) of desiccated 
thyroid be given daily, in addition to iodine. This 
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therapy in most instances brings about a noticeable 
diminution of the goiter within two to six weeks, 
and frequently results in complete disappearance of 
the enlargement within four to six months. 


Evaluation of BMR Record 


@. Can you explain the enclosed BMR record with the constant- 
ly deepening respiration? Is this an accurate and reliable test? 


A. The increased depth of respiration is most 
likely due to excessive carbon dioxide accumula- 
tion; probably the soda-lime needs to be changed. 
This is also suggested by the increased rate of res- 
piration from twelve per minute at the beginning of 
the test to seventeen per minute at the end. This 
test should not be considered as accurate, and 
should be repeated. (See chart below.) 
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Diagnosis and Treatment of Cretinism 


Q. Please give treatment as well as diagnois of cretinism. | have 
a 7-month-old, 28-pound patient with clinical appearance of a 
cretin. Birth weight was nine pounds (delivered elsewhere). The 
patient has responded to one-fifth gr. thyroid daily. 


A. The diagnosis of cretinism is ordinarily very 
simple and accurate. Since there is in this condition 
an almost complete absence of thyroid function, 
there is a marked delay in the somatic and mental 
development of the infant. In addition to the physi- 
cal stigmata of cretinism, such as the wrinkled, 
puffy, dry skin about the eyelids and face as well as 
dryness and thinness of the hair, the large tongue, 
and the slow muscular activity to confirm the diag- 
nosis, there is often slowness and other difficulties 
in eating and general unresponsiveness to stimuli. 
One of the most striking and most reliable physio- 
logic tests is that concerning the deficient uptake 
of radioactive iodine by the thyroid gland. This 
subnormal uptake is found in most cases, but not 
all. 

This uptake may be essentially normal in some 
instances, as recently found in one of our cases. 
In this particular instance the cretinism appears to 
have been due primarily to deficiency of the thyro- 
tropic hormone from the pituitary gland, instead of 
a primary abnormality of the thyroid gland itself. 

We may learn in the future that treatment for 
this type of condition is that of giving the thyro- 
tropic hormone, but in most cases direct thyroid 
therapy is indicated. The fact that your case re- 
sponds definitely to as little as one-fifth grain of 
desiccated thyroid means that he should not be a 
difficult case to treat. Our aim in treatment is to 
give an adequate dosage of thyroid to make up for 
the deficiency in order that physical, mental, and 
other features of growth may be essentially normal, 
insofar as this can be made so by replacement 
therapy. The cholesterol of the blood in such cases 
in infancy may be within the normal range. It usu- 
ally is so. 

After a child gets older, the cholesterol increases 
but its decrease on medication with thyroid is an 
excellent confirmatory test. When the cholesterol 
level is increased, it usually descends to normal 
on tfeatment. 

The amount of thyroid, that is, the dosage, is 
better adjusted by trial and error to the patient’s 
individual requirements. We usually give such a 
patient 44 gr. daily of a potent thyroid substance. 
It may need to be increased slightly as the infant 
gets older, or it may prove to be too large a dosage 


and so may need to be reduced gradually. Treat- 
ment must be carried on throughout life. 


Calcium Carbonate in Peptic Ulcer 


@. Many of our patients prefer calcium carbonate as a nevu- 
tralizing agent in the treatment of peptic ulcer. Are there any 
dangers in its use? 


a. Calcium carbonate has been a time-honored 
antacid, particularly in those days when the com- 
bination of sodium bicarbonate, heavy oxide of 
magnesia, and calcium carbonate was the accepted 
form of antacid therapy. However, more intensive 
studies of these substances have emphasized the 
fact that the use of sodium bicarbonate and calcium 
carbonate causes the evolution of carbon dioxide. 
Studies (Byron B. Clark and W. Lloyd Adams, 
Gastroenterology, September, 1947) were made on 
the effect of these antacids in pouch dogs. Of the 
various antacids employed, aluminum hydroxide 
gel, calcium carbonate, and magnesium oxide were 
classed as nonabsorbable. They are nearly insoluble 
in water. Of these, only calcium carbonate releases 
carbon dioxide on neutralization with acid, but the 
data showed that while the initial curve was pH 8 
to 9 and usually pH 8 during neutralization, there 
was an appreciable amount of secretion produced. 
The question of acute rebound change had been 
observed with sodium bicarbonate and was also 
studied with calcium carbonate. See Lockwood and 
Chamberlain, Arch. Int. Med., 32:74, 1923, and also 
Hurst, Brit. M. J. 2:779, 1928, which represent 
clinical studies on the effect of calcium carbonate 
among other antacids. 

The most recent evaluation of the efficiency of 
the more frequently used antacids was made by 
Rossett and Rice (Gastroenterology, March, 1954) 
in which a method is employed for the continuous 
recording of the pH in vitro and in vivo. Using a 
modification of this method, the authors claimed 
that mixtures of glycine and calcium carbonate and 
dried skimmed milk and calcium carbonate are ef- 
fective antacids only when they are used in large 
amounts. 

The fact that aluminum hydroxide gels and some 
of the newer silicates and trisilicate of magnesia are 
free from rebound and may even play a role in the 
inactivation of pepsin probably explains their cur- 
rent popularity. 

There is no question, however, that calcium car- 
bonate is a slow but effective antacid. There is no 
evidence to my knowledge that the administration 
of calcium carbonate is harmful. 
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Business and Economits 


The Doctor and Industrial Relations 


BY H. K. LAMBIE 
Safety Consultant 


Last YEAR the Public Relations Council of the 
local section of the American Medical Association 
invited me to attend its meeting to discuss the 
doctor’s human relations problems. They resolved 
at this meeting that doctors, too, are human and 
should be treated as such if they are to live happy 
prosperous lives. 

In industry, years ago, we came to a similar 
conclusion—that employees, éoo, are human. In 
industry we have come to realize that healthier 
and happier employees make for more stability 
and efficiency. Along with these concepts on the 
part of industry, legislation has been developed to 
further insure employee welfare and all this resulted 
in the birth of Industrial Relations activities. 

Industrial Relations functions are essentially 
concerned with the welfare of the employees, to 
assist industrial management: 

1. To get a good employee, place him on a job 
that fits him, and train him. 

2. To provide adequate medical treatment for 
industrial injuries or illness and see that personal 
illness is recognized and referred to the employee’s 
own doctor for proper care. 

3. To assure that the employee is working in the 
safest possible environment. 

In view of the nature of these functions, it is 
evident the doctor is a part of the Industrial Rela- 
tions program. Let us review the first factor, the 
selection, placement, and training ofa new employee. 

In selecting a good employee, the physical, 
mental, and emotional limitations of the applicant 
must certainly be considered. Industry knows there 
's more to this than meets the eye. Progressive 


“One function of a proper Industrial Relations program is to 
provide adequate medical treatment for industrial injuries.” 


companies in the United States have adopted the 
pre-employment physical examination as a neces- 
sary part of their program in selecting good em- 
ployees. 

Many cases of costly injuries prove the value of 
the pre-employment physical. A crane operator 
fatally injured another employee when he crushed 
him between the crane load and a building column. 
Investigation brought out that he did not see the 
victim. He was unable to see him because he had 
very low visual acuity and lack of depth perception. 
Even a poor pre-employment physical would have 
revealed this limitation. His company did not have 
pre-employment physical examinations and they 
paid dearly for this accident. 
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“Four employees complained of pains in arms and hands which was 
traced to high speed vibration of the grinding work they were doing.” 


In another case a new employee was advised by 
the examining physician, during the pre-employ- 
ment examination, to procure prescription glasses 
to correct his vision. The oculist prescribed for 
him (at the suggestion of the patient) tinted correc- 
tive glasses, since the employee was sensitive to 
glare discomfort. The employee’s job was to drive 
at night, and because his visibility was reduced by 
the dark glasses, he fatally injured a pedestrian 
whom he did not see in time. Who should have 
said, ‘You can wear only clear glasses while night 
driving.”’? 


Pre-Employment Tests Valuable 


This next case proves the value of a good pre- 
employment examination. A man, during a pre- 
employment examination, was found to have sup- 
pressed vision of his right eye. Further questioning 
revealed that he had had thirteen traffic accidents. 
Eleven of these accidents were on the right side 
of his vehicle. This man made an accident-free 
driver when he learned his limitation and was 
taught how to compensate for it. 

Such cases illustrate why industry has accepted 
the concept of pre-employment physicals as a 
means of controlling the economic burden on both 
management and employees resulting from acci- 
dental injuries. 

However, some questions remain to be answered. 
What is an adequate pre-employment physical 
examination? What percentage of applicants can 
we rightly reject? How can we predetermine the 
handicapped back in the pre-employment exami- 
nation? How can we predetermine the accident 
repeater in the pre-employment examination? Is 


it industry’s responsibility, and a part of the pre- 
employment physical, to vaccinate the new em- 
ployee against tetanus, pneumonia, etc.? Are ches: 
x-rays an essential part of a good pre-employment 
program? Is a pulmonary function diagnosis an 
essential part? Are audiographs? Cardiographs 
Visual skill tests? Where should we stop? Where 
is the point of diminishing returns for the em- 
ployer and the employee? 

These are the questions that industry is asking 
and these are the questions the medical profession 
should think about and tell us, if answers can be 
found. 


Treatment of Injuries Provided 


The second major function of Industrial Rela- 
tions is to provide adequate treatment for indus- 
trial injuries. 

Industry’s concept of adequate treatment is that 
treatment which will minimize the severity of the 
employee’s injuries and help him return to pro- 
ductive work as soon as is possible. In this phase 
of industrial medicine, the doctor has a tremendous 
dual responsibility. One is to diagnose and treat 
the injury and assist in the rehabilitation of the 
injured; the other, a more difficult task, is to define, 
without bias, whether the injury resulted from the 
employee’s occupation and if so, to assist to define 
its source in order to control it and prevent 
recurrence. 

Let me give some examples. Dr. Edward E. 
Dart told me about this case and I think it illus- 
trates well the point I want to make. Four employees 
came to the medical department and complained 
of pains in the hands and arms. After a thorough 
examination, no objective signs were to be found. 
The men persisted for a number of days that the 
pain continued and was noticeably worse about 
3:00 or 4:00 a.m., with the condition improving 
during the working day. 

After thorough analysis of their complaints, 
malingering was eliminated as a possible cause; 
then, mcre thorough examination revealed altera- 
tion in vascular tone and the source of the injury 
was defined as from high speed vibration of the 
grinding work they were doing. Corrective meas- 
ures were then taken to prevent similar injuries to 
these and other employees. 

Here is evidence as to how the physician car 
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help the employer and the employee prevent the 
suffering and costs of industrial injuries. However, 
a much more difficult case for the doctor is this 
one. A man 58 years old worked all his life as a 
tractor operator, then retired and got a job in 
industry doing light labor work. One day, while 
picking up a small object, he said to his supervisor, 
“Oh, my back hurts!” He was sent to the doctor 
who treated him for a back strain, but to no avail. 
The man kept complaining and finally entered a 
suit against the company for a total permanent dis- 
ability, claiming that he was no longer able to work. 

The question is this: Was his injury the result 
of his recent three months’ employment, or a 
result of his arthritic back and the thirty-two years 
as a tractor operator? Two doctors testified for 
and two doctors testified against. A layman had to 
make the final decision. 

Another man went to his supervisor claiming 
that he hurt his back while trying to lift a heavy 
weight. To make a long story short, this man, his 
father, and two of his brothers, were all living to- 
gether and three of the four were receiving com- 
pensation while the fourth was entering a suit for 
a total permanent industrial disability. 

These are the problems that face the industrial 
physician in making a decision on doubtful or 
borderline cases. Yes, we know doctors are not 
prophets. However, the problem still remains. 
More thorough examination and diagnosis of this 
type of case would be helpful to both employer and 


employee. 


Safe Working Environment Necessary 
The third phase of our program is that of pre- 


ventive industrial medicine—providing the employee 
with the safest possible environment in which to 
work, At times I am certain that this is the most 
important phase of industrial medicine, and the 
area where the doctor can do the most as part of the 
Industrial Relations department. 

In this phase of industrial medicine, the doctor 
has the opportunity to prevent injuries, to protect 
the health of the workers, and thus to improve hu- 
man relations. 

From a layman’s point of view, industry looks 
to the doctor to guide it in recognizing conditions 
hazardous to the health of the employee before 
the first injury occurs. To do that, it is essential 
for the doctor to make plant visits, to observe 
hazards and recommend changes or improved 
procedures. 
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A good example of preventive medicine is one 
industry’s experience with heat exhaustion. Last 
spring at the beginning of the hot season, the 
problem of heat exhaustion became apparent. Mem- 
bers of the Industrial Relations Department of 
the company worked together to find a solution. 

The first step was to define how heat affects the 
body, then to determine what should be done to 
control adverse reaction. As a result, surveys were 
made and it was discovered the employees were 
not using adequate amounts of salt tablets. 

Programs were undertaken by the Training De- 
partment to inform all employees how they could 
best control adverse reaction to heat. As part of 
this program, the company printed a pamphlet 
“About the Heat” and distributed it to all super- 
visors. The result has been that heat has been 
eliminated as a problem. 

The doctor, by virtue of his profession and the 
respect rightly accorded to him, founded on hun- 
dreds of years of service to mankind, has an im- 
portant part to play in industrial relations, and the 
opportunity to help the industrial employee not 
only with his health problem but also with his 
personal human relations problems. 

Industrial relations and the doctor have one 
significant challenging common objective, the com- 
mon responsibility and goal to help people live a 
healthier, happier, and more productive life. 

Mr. Lambie presented this paper during a symposium on in- 
dustrial medicine sponsored recently by the Division of Gradu- 
ate Medicine and Department of Public Health and Preventive 
Medicine at Tulane University, New Orleans, Louisiana. 
—PUBLISHER 


“Was the back injury the result of recent employment, or of his 
arthritic back and thirty-two years as a tractor operator?” 
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Complexity and variation in wording of insurance claim forms they are called upon to complete 
have long proved a real problem to physicians and hospitals. The claim forms are necessary to en- 
able patients to receive policy benefits. 

Recognizing a real need to simplify and standardize such claim blanks, the health insurance 
industry has set out to perfect a set of uniform claim blanks. A special committee set up by the Health 
Insurance Council has designed a number of forms and has submitted them for company approval 
to ensure their being accepted and used on a nationwide basis. The council represents, through its 
member associations, almost 90 per cent of companies engaged in writing health and accident in- 
surance. The uniform claim blanks will therefore have to serve more than 600 companies. In work- 
ing toward its goal, the council is having the benefit of consultation with hospital and medical groups 
at both local and national levels. Co-operation of physicians, hosjrtals, and the insurance companies 


is, of course, essential for maximum success of the project—PUBLISHER 


Insurance Claim Forms To Be Simplified and Standardized 


More THAN 100 million persons in the United 
States now are protected by one or more kinds of 
health and accident insurance, according to latest 
estimates. Of this number more than 50 million are 
covered by the insurance companies. This com- 
pares with only about 20 million persons covered by 
insurance companies as recently as 1947. 

This heartening development naturally has re- 
sulted in creation of new problems, one of the chief 
of which is how to perfect a set of uniform claim 
forms and get them into general use. The fact that 
more than 10 million accident and health claims are 


Doctors have to work on 10 million accident 
and health claims annually. 


oa 


handled yearly emphasizes the importance of this 
problem. 

The forms used to support these claims in surgi- 
cal and medical insurance alone lead to almost $300 
million yearly finding its way into medical care 
channels. Because new policyholders are being in- 
sured daily, the number of forms receiving attention 
from doctors in the aggregate will not diminish, but 
there is real hope that the problem of filling out 
these forms can be made less burdensome. 

The health insurance industry has worked for a 
considerable period to arrive at uniformity of claim 
forms used to obtain needed information from 
physicians, hospitals, and clinics. An extensive, all- 
industry effort toward the goal of uniformity of 
language and brevity and simplicity began in April, 
1953, under the leadership of the Health Insurance 
Council. The membership of this council consists of 
nine associations interested in the health insurance 
field. More than 600 insurance companies are affili- 
ated with one or more of the nine associations. The 
companies handle more than 85 per cent of the 
health and accident insurance written by insurance 
companies in the United States. 

The progressive development of health insurance 
resulted, of course, in an increasing variety of forms 
with differences in length and wording. 


ICA Works on Claims Problems 


Recognition of the need to clarify the situation 
has been spearheaded by one of the council’s mem- 
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bers, the International Claim Association. This is 
composed of personnel which constantly works and 
lives with claims problems. 

The membership of the International Claim As- 
sociation is highly representative of its field. It has 
made studies to find out what information is needed. 
In this endeavor it has had considerable help from 
various companies in its drafting of claim forms. 

A special Committee on Uniform Claim Forms, 
created by the Health Insurance Council, intensi- 
fied and broadened the industry’s efforts about a 
year ago. This committee, working in co-operation 
with representatives of the various associations, is 
acting on behalf of all segments of the health in- 
surance industry. 

The program includes the preparing of satis- 
factory claim forms and helping to get them used on 
a nationwide basis. 

A group hospital insurance uniform claim form 
was prepared about two years ago and now is in 
general use in many parts of the country. 

Five attending physician’s statement forms for 
use on claims under regular life and group life in- 
surance have received broad company consideration 
and are now in final draft. Four of them are for dis- 
ability—two initial and two continuing disability— 
and one for death claims. The fact that more than 
85 per cent of the companies in the United States 
and Canada participating in a study of the forms 
have agreed to use them has demonstrated what can 
‘ be accomplished in the way of a uniform claim 
forms program. 

Additional forms are in preliminary draft form. 

A program for arriving at a series of uniform claim 
forms involving more than 600 companies is a sub- 
stantial undertaking. Much already has been accom- 
plished, but still more time is needed to come up 
with the soundest answers. The importance of this 
project can be envisioned when one realizes that 
hundreds of insurance companies, each with its own 
versions of forms, run up the variations into very 
high figures. 


Simplicity, Brevity Desired. 


One of the first requirements is to settle upon 
forms which are reasonably brief and simply and 
clearly worded, as well as being adequate from the 
standpoint of sound insurance principles and 
practices. 


The Health Insurance Council is consulting with hospital 
and medical groups at local and national levels. 


Naturally the work on the final uniform claim 
forms will have the benefit of consultation with hos- 
pital and medical groups both at the national and 
local levels. 

Numerous medical and hospital societies have 
shown interest in the uniform claim forms program. 
Some of the societies, which had been preparing or 
planning to prepare programs of their own, have 
voluntarily held up on their projects to await the 
results of the industry-wide proposals. 

The committee is appreciative of this because 
forms prepared locally would inevitably result in 
variations throughout the country and thus cause a 
certain amount of confusion. The problems are 
being approached from an all-industry and nation- 
wide standpoint, with the realization that general 
uniformity in claim forms is highly desirable for 
everyone concerned. 

The co-operation of physicians and hospitals as 
well as the insurance people is essential for the 
maximum success of this project. Patience, toler- 
ance, and determination to make a program work 
are also necessary. 

The Special Committee on Uniform Claim Forms 
is encouraged by the many inquiries about its pro- 
gram and the interest which is evidenced. Such 
interest is an encouraging sign that solutions to the 
difficult problems will be reached, says Carroll J. 
McBride, chairman of the Health Insurance Coun- 
cil’s Special Committee on Uniform Claim Forms. 
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National Health Picture Studied 


DisEASE imposes on our entire nation an economic 
burden—partly visible and partly hidden—of major 
proportions, 

This is the conclusion of a group of one hundred 
physicians, scientists, and laymen who have recent- 
ly participated in an extensive health inquiry con- 
ducted by the House Committee on Interstate Com- 
merce. The committee’s purpose in inviting such 
widespread participation was to have them advise 
members on the current status of knowledge of the 
causes, prevention, and control of some of the na- 
tion’s principal diseases, to document the extent of 
public and private efforts to find the causes and to 
control these diseases, and to highlight the health 
problems and health needs of the nation today. 

While the findings indicate that there exists no 
completely accurate measure of the economic health 
burden of the nation, it was found that some of the 
major elements of cost can be clearly identified. For 
example, the annual tax bill for care of the mentally 
ill in public institutions is $1.1 billion, and that cost 
is increasing at the rate of $100 million each year. 
Tax-supported tuberculosis hospitals cost $630 mil- 
lion each year. Pension and compensation payments 
to veterans with heart disease disabilities amount to 
$168 million per year. 

These are the visible costs. Added to them is the 
even larger burden in the form of industry’s lost 
manpower, the armed forces’ lost manpower, lost 
production, lost wages, lost income taxes. Accord- 
ing to the committee’s report, the cases of cancer 
alone that were diagnosed in 1953 have been esti- 
mated to cost society $12 billion in lost goods and 
services. More than $2 billion was estimated to have 
been lost in 1951 in productivity as a result of heart 
disease. Arthritis, which cripples approximately 10 
million people and permanently disables one mil- 
lion, costs the Federal government more than $75 
million a year in income taxes because of wage 
earners unable to work. During World War II, more 
than two and a half million men were lost to the 
armed forces—either rejected before induction, or 
discharged afterward—because of mental disorders. 


In addition, disease imposes on many individual- 
and families, the committee finds, an economic bu: 
den that is often unbearable without extensive ou: 
side help. Few families can, from their own rc- 
sources, afford to pay the $4,380 involved in hos- 
pitalization of a chronic heart patient for one yea. 
The $10,000 cost per year of keeping a patient in 
an iron lung is a fantastic sum for virtually all pa- 
tients. The monthly cost at a cerebral palsy cente: 
offering full medical, psychologic, and social serv - 
ices may average as much as $750 per child. 


Major Iliness Costs Threaten Progress 


Taken together, says the committee, these visible 
and hidden costs of disease are catastrophic in hu- 
man as well as economic terms. They break and 
shatter families. They are matters of grave concern 
to states and local communities. And, for the nation 
as a whole, they constitute a real and serious threat 
to continued progress along the path leading to 


strength and security. 


The committee’s recommendation for the most 
promising weapon now available for attack upon 
disease is a national medical research program that 
will progressively produce means of treatment and 
ultimately determine causes and open the way to 
prevention and cure of disease. It points out that 
substantial progress has been made in dealing with 
diseases previously considered incurable. This is at- 
tributable in large measure to the remarkable in- 
crease in the total medical research effort since 1945. 
This expansion has seen the growth both of re- 
search related to specific diseases and more basic 
research on underlying causes of disease. Expansion 
of support for medical research has been from both 
private and Federal sources, and Federal aid has 
stimulated rather than replaced private support, 
concludes the inquiry. 

It recommends that the states might appropriate- 
ly undertake wider responsibility for research. That, 
however, would not relieve the necessity of con- 
tinuing and extending Federal support of medical 
research in the universities, medical schools, hos- 
pitals, and other nonprofit laboratories of the na- 
tion. 

Maintenance of the variety of existing sources of 
support for all kinds of medical research appears 
to be of fundamental importance. Public and private 
agencies supporting medical research have estab- 
lished relationships that ensure productive, co-op- 
erative effort, and preclude unnecessary duplica- 
tion of effort. 
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The inquiry sees no curtailment of the freedom 
of individual investigators, or interference with 
their scientific work by Federal or private research- 
supporting agencies. On the other hand, it states, 
such research support has tended to influence the 
direction of the nation’s research effort toward 
basic and applied research in the chronic disease 
areas (such as cancer, heart, neurology, arthritis, 
etc.) that are becoming progressively more impor- 
tant, and for which support can be most readily 
obtained. 


Research Funds Needed 


Although the general picture of progress is en- 
couraging, wide and important gaps in knowledge 
remain to be filled in. In no field of research are 
funds adequate to permit investigators to follow all 
the leads which warrant immediate study. A diver- 
sified scientific approach to medical research is es- 
sential, with support provided on a scale sufficient 
to permit both laboratory and clinical work, and 
with freedom to shift emphasis at any stage as dic- 
tated by the needs of science. 

In this connection, the report reveals that the 
prevailing research project form of support by pri- 
vate and public agencies may need revamping. Even 
though this system has been extensively modified so 
that support for research is normally for periods 
longer than one year, the existing system is felt not 
to be flexible enough to provide for the most produc- 
tive efforts of investigators or for the degree of con- 
tinuity required for complex investigations. 

It is felt that the whole area of medical research 
would derive great benefit from more intensive ef- 
forts to uncover the ultimate basic processes which 
explain health and disease. The committee feels it 
is a matter of high priority to expand such work. 

Experts in research related to specific diseases 
generally are of opinion that there is a basic need 
for a strong, advanced educational system as the 
“indispensable underpinning” of all medical re- 
search. 

A threat to future progress in medical research 
arises from inadequate attention to the training of 
manpower. Manpower shortages are developing in 
many fields, particularly in the medically related 
sciences. While the existing corps of competent in- 
vestigators can productively use additional funds, 
planning aimed toward expansion of the nation’s 
future supply of medical research manpower, both 
basic research investigators and research physi- 
cians, is a matter of utmost urgency. In part, the 
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impending manpower shortage is the result of the 
financial crisis faced by many universities and med- 
ical schools, which are now unable to finance an 
adequate number of secure and rewarding full-time 
senior faculty positions. This problem could be sub- 
stantially alleviated by provision of funds for re- 
search positions having tenure and stability. 

There are relatively few fellowships and other 
forms of financial aid to attract and keep able young- 
er people in medically related research, states the 
report. In addition, universities and medical schools, 
considered as a whole, are not now financially able 
to construct badly needed research and teaching 
facilities. 

In other words, the two outstanding medical re- 
search needs are, first, to attract more able people 
into research careers related to medicine, and, sec- 
ond, to improve present methods of supplying sup- 
port for research and its related needs. 


Knowledge Not Fully Applied 


More is now known about prevention and control 
of many diseases than is being applied, the committee 
reports. Research in many fields has provided a 
stockpile of detection, diagnosis and treatment 
methods that are not being fully utilized. As one 
example, they state, almost half of all cancer can be 
cured if it is detected and treated in its early stages; 
yet of this half, only half is being cured. As another 
example, the fully effective application of known 
control measures could virtually eliminate tubercu- 
losis as a major health problem, even though im- 
proved methods of treatment are needed. 

Failure to apply existing knowledge can be traced 
to many sources, and success in fully applying 
knowledge will depend upon a broad attack, says 
the committee. Too few people know the early 
symptoms of chronic disease. This is a problem of 
public education. Too few of those who do are in- 
clined to do anything about it. This is a problem of 
motivation. Too few of those who are motivated 
have good diagnostic help available to them at a 
price they can afford. This is a problem of medical 
economics. 

Public and private agencies have undertaken an 
educational program that is producing results. 
Bringing venereal disease, cancer, and mental ill- 
ness out of the realm of superstition and conspira- 
torial silence has been a public health achievement 
of the first magnitude. However, statistics demon- 
strating the gap between cases curable and cases 
cured prove that much more remains to be done. 
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“Rehabilitation should be a major weapon in dealing with 
diseases, for rehabilitation pays economic dividends.” 


Rehabilitation Should Be Pushed 


Since some diseases cannot, with existing knowl- 
edge, be prevented, and since diseases leave lasting 
disabilities, rehabilitation should be a major weapon 
in dealing with disease. 

Rehabilitation pays economic dividends. The 
67,000 handicapped people rehabilitated by the 
federal-state program of rehabilitation earned $16 


million per year before, and $116 million per yea: 
after, rehabilitation. However, the country is co!- 
lecting only a small part of this dividend. For ex- 
ample, $70 million per year is spent for public as- 
sistance payments and medical care of the blind. 
but only $12 million per year to rehabilitate the 
blind. The rehabilitation job remaining to be done 
is so large that it must be a joint public-private ef- 
fort, says the committee. 

It is evident that serious gaps exist in our sta- 
tistical information on disease—the number of 
deaths per year, the number of people ill or disabled 
at any one time, the cost of disease to individuals 
and families, and so forth. Available information 
seems adequate to establish quite firmly the magni- 
tude of the disease problem and the desirability of 
more intensive efforts to prevent, control, and cure 
disease. But the number of persons afflicted with 
some diseases is only a guess. The time period for 
which information is available differs from disease 
to disease. Criteria for and means of measuring the 
economic effect of diseases vary from one disease to 
another. It may well be, concludes the committee, 
that the nation needs a comprehensive study of the 
health status of its citizens, conducted scientifically 
to provide a detailed and reliable measure of the 
disease problem and repeated at intervals frequent 
enough to give the country a reasonably current 
picture of its health. 


British Group Practice Encouraged 


Group PRACTICE in Britain has been given new impe- 
tus with recent announcement that the Ministry of 
Health will grant interest-free loans to finance pro- 
vision of premises for general practitioners to work 
as a group. It’s all within the framework of the 
National Health Service, and was agreed to by a 
working party consisting of representatives of the 
British Medical Association and the Ministry of 
Health. So it has the full agreement of the doctors 
themselves, and is viewed as an attempt to find a 
solution to the tempo of the general medical prac- 
titioner’s work in Britain, and, in so doing, to provide 
a better health service for the people as a whole. 

It is felt that consultation about patients among 
members of a group will give both doctor and patient 
the benefit of wider knowledge and experience, while 


it will prove economical in permitting doctors within 
a group to share nurse, secretary, and receptionist. 
Between three to six doctors is suggested as the 
ideal number for a group. Need for new premises 
and shared clerical help has increased as the National 
Health Service has developed, bringing in its wake 
increase in office work and decrease in home visiting. 

Specialization within the group is discouraged, 
the idea being that group practice must remain gen- 
eral practice. Extent of specialization is that one 
doctor in the group take on the obstetrics and 
another the pediatrics. 

Group practice of this type is felt by both the 
British Medical Association and the Ministry of 
Health to give maximum freedom to the doctors 
themselves. It is stressed that the group must be 
formed voluntarily, so that the physicians can con- 
tinue to work individually, but cooperate congenially 
when opportunities for joint consultation arise. 
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Habeas Corpus, Haddock—And Tax Free! 


THE POIGNANT CASE of Mr. Albert Haddock appeared 
unexpectedly in the halls of Congress recently and 
enlivened the occasion for members of the House of 
Representatives sitting in debate on the matter of 
pensions for the professional and self-employed of 
the nation. 

Mr. Haddock was brought in and introduced by 
the Honorable Eugene J. Keogh, Republican Repre- 
sentative from New York, co-author of the Reed- 
Keogh bill under discussion. Mr. Keogh spoke as 
follows concerning the fictitious character created 
by A. P. Herbert, well-known English lawyer and 
humorist: 

**Mr. Chairman, like many who have preceded me, 
I shall not undertake to discuss the technical pro- 
visions of the pending bill. They will for a long time 
and at length be incorporated in the decisions that 
will emanate from the tax and other courts of the 
country. I should, however, like to devote just a few 
moments to refer to an obvious omission in the 
pending bill, an omission that I might point up by 
reading a few paragraphs from the very learned de- 
cision of Mr. Justice Radish in the mythical case of 
Haddock and others against the Board of Inland 
Revenue, written by A. P. Herbert, English bar- 
rister and one-time member of the House of Com- 
mons, in Mr. Herbert’s Uncommon Law. 

“Mr. Justice Radish first sets forth the issues in 
the case as follows: 

“The appellant in this case is a Mr. Albert Had- 
dock, a pertinacious litigant whom we are always 
glad to see. And let me say that it gives me pleasure 
to see the Commissioners, so often and for such poor 
cause the initiators of litigation, for once upon their 
defense. 

“Mr. Haddock asks for a declaration that he is, 
and has been for some years, entitled to certain 
allowances or deductions for income-tax purposes 
under the heading of (a) expenses and (b) wear and 
tear of machinery and plant; and on the assumption 
that he is right he claims that a considerable sum is 
owing to him in respect of past years in which the 
Commissioners have refused to grant him such al- 
lowances. 

“Mr. Haddock appears on behalf of the whole body 
of authors, artists, and composers, and the position 
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of a large number of creative brain-workers will be 
affected by our decision. 

**His disposition of the wear and tear issue appears 
then in the following statement: 

**Next, as to wear and tear. One of the constant 
disadvantages of the author’s trade is that he is a 
one-man business, at once his own employer, de- 
signer, technician, machine-minder, and machine. 
Once the soap manufacturer has equipped and or- 
ganized his factory he may relax; a week’s holiday; 
a month’s illness will not suspend the output of his 
soap or the growth of his income. But when the 
author stops, the machine stops, and the output 
stops. He is unable, on holiday, in sickness, or in 
age, to depute his functions to any other person. 
Here is one more reason why a hundred pounds 
earned by the author should not be treated and 
taxed on the same terms as a hundred pounds ac- 
cruing as profit to the soap manufacturer. Yet, says 
Mr. Haddock, since this is done, let it be done thor- 
oughly and logically. The author’s machinery and 
plant are his brain and his physique, his fund of in- 
ventiveness, his creative powers. These are not in- 
exhaustible; they are seldom rested (for the reasons 
given above) ; the strain upon them increases as the 
years go by, and in some cases, I understand, is ag- 
gravated by late hours and dissipation. If it is proper 
for the soap manufacturer to be relieved in respect 
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of the wear and tear of his machinery and the re- 
newal thereof (which money can easily buy) how 
much more consideration is owing to the delicate 
and irreplaceable mechanism of the writer. 

**Under this head Mr. Haddock has repeatedly ap- 
pealed for relief in respect of sums expended on 
doctor’s accounts, on sunlight treatment, on nour- 
ishing foods and champagne, and upon necessary 
holidays at Monte Carlo and Cowes. The Commis- 
sioners have refused, and I find that they were 
wrong. 

**Under both heads, therefore, Mr. Haddock’s ap- 
peal succeeds. He estimates that if his expenses be 
properly calculated on the basis already explained 
he has never yet made a taxable profit; for at the 
end of every year of his literary operations he has 
been a little more in debt than the year before. In 
every year, therefore, he has been wrongly assessed 
and unlawfully taxed; and I order the Commission- 
ers to reopen the accounts for the past 7 years and 
repay to Mr. Haddock the very large sums owing to 
him. 

**Mr. Chairman, Mr. Haddock’s plight is the plight 
of every professional and self-employed person in 
this country, the great body of millions of people 


who either cannot by law or who chose not to oper- 
ate under the corporate form of business. 

**Pending legislation before the great Ways anc! 
Means Committee embodied in bills introduced by, 
the gentleman from Ohio [Mr. Jenkins], the 
tleman from Georgia [Mr. Camp], and the gentle- 
man from Alabama [Mr. E.uott], would cure th 
obvious defects that are apparent in our existing tax 
law and continued under this proposed revision 
bill, affecting a body of 10 million people who rep- 
resent one of the most important segments of our 
American economy. I sincerely trust, Mr. Chair- 
man, that this legislation will soon be at the top 
of the agenda of our great committee. 

**Mr. Chairman, meaning not to add to the dis- 
comfort of the sponsors of the pending bill, I think 
it fair that I remind them that in October of 1952 in 
a very strong and unequivocal statement the then 
candidate, the present great President of the United 
States, endorsed the principles of this legislation 
that would forever correct the sad plight of the Mr. 
Haddocks of America, the men and women who de- 
serve consideration in their efforts to obtain legisla- 
tion which would permit them to set up restricted, 
tax-deferred, voluntary retirement systems.” 


Training Family Physicians 


PROGRAMS to improve the teaching of comprehen- 
sive médicine are in operation in a number of 
medical schools. Many of these new approaches 
to instruction of the undergraduate medical stu- 
dent are financed through grants from the Com- 
monwealth Fund. There is no fixed pattern for the 
programs the Commonwealth Fund will support. 
The Fund encourages the development of new 
and different approaches to teaching by giving 
financial support for the practical trials to test 
their effectiveness. 

In its annual report for 1953, the Common- 
wealth Fund described briefly the experiments in 
medical education which it is supporting. It also 
provides grants for research in medicine and al- 
lied fields. The schools conducting the programs 
are Cornell University Medical College, Univer- 
sity of Pennsylvania School of Medicine, Harvard 
School of Public Health, University of Louisville 
School of Medicine, University of Oklahoma 
School of Medicine, Washington University School 


of Medicine, and Western Reserve University 
School of Medicine. 

One purpose which all these projects have in 
common is to provide the students with a wider 
experience in medical care through continuity of 
contact with patients. The procedure by which 
this is done varies among the schools. For exam- 
ple, at the University of Pennsylvania the students 
participate as family advisors; the University of 
Tennessee operates a general practice clinic; and 
at Western Reserve a systematic effort is being 
made to correlate basic science subject matter 
with clinical teaching. 

The medical profession and particularly the 
general practitioners are indebted to the Com- 
monwealth Fund for the impetus it has given to 
educational programs designed to increase the 
future doctor’s recognition of his responsibility 
for the total health care of patients. Under these 
programs, students are introduced early to an im- 
portant factor in medical practice—the influence 
of the patient’s home life and his work in relation 
to his illness and treatment. This should result 
in more and better prepared family physicians. 
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The Medical Assistant 


---A PREVIEW OF THE DOCTOR 


BY FRANCES L.MAROLD 


Tue Mepicat AssisTaNT is truly a preview of the 
doctor. Very often the first impression a patient 
receives of a doctor is through his assistant. Your 
first duty, then, is to be sure you represent their 
“ideal” doctor. That means you must be the ideal 
medical assistant! 

In preparation for a guest in your home, there are 
many things to attend to. You plan what you are 
going to wear and how you wish to look. You con- 
sider the occasion and the guests and then make up 
your mind. 

You should plan your appearance for your role as 
medical assistant in the same way. 


What Patients Want 


A patient expects everything in the doctor’s office 
to be immaculately clean, cheerful, and up-to-date. 
He is not interested in extremes; he just wants to 
gain confidence from everything in the office that 
the doctor is worthy of his trust. 

From the medical assistant, the patient expects 
the same assurance. You must look as if everything 
you are wearing is freshly laundered or cleaned. 
Most patients prefer to have medical assistants 
dressed in white uniforms, particularly if they come 
in contact with the drugs, instruments, or examin- 
ing rooms. 

They want you to look smart, but not ultramod- 
ern. They would have difficulty believing the “‘siren”’ 
type girl was a serious, competent medical assistant. 
An extreme hair style, excessive make-up, gaudy 
fingernail polish, and very long nails are distasteful 
in a doctor’s office. Let your clothing be tailored 
and simple. Avoid frills and heavy jewelry. There is 
a place for such things, but it is certainly not in a 
medical office. 
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GP reprints here, by special 

permission, a booklet published —— 
by Professtonal Management, 
Waterloo, Iowa. The three-part 

series will be continued in the 

September and October issues. 

The booklet explains, simply and 

lucidly, the role played by the 

doctor’s assistant in a successful 

medical practice —PUBLISHER 


You wouldn’t invite friends to a morning tea and 
wear an evening formal! Neither should you wear 
party clothes and make-up to the office! 


Check Yourself 


Do you always wear a spotless uniform? 

If no uniform, then are your clothes always well- 
pressed, clean, and simple? 

Do you keep your white shoes white, your others 
brushed or shined? 

Do you always wear stockings? 4 

Is your hair kept clean and attractive, avoiding E 
conspicuous styles? 

Do you keep your make-up fresh and natural? 

Are your hands and fingernails always clean with 
never more than natural or light nail polish? 5 

Is your jewelry limited to engagement and/or : 
wedding rings and a watch with your uniform; with 
other clothes, do you wear only jewelry in good 
taste? 

Are you careful about personal daintiness? 

You want to be as attractive as possible, and pa- 
tients and the doctor want you to be so. The impres- 
sion you make in your office will follow into your 
personal life, affecting you as well as those around 
you. Make it your best impression! 


Everyone loves to visit the home of a charming hostess! 
...- And every patient appreciates a gracious personal welcome to the doctor's office! 


: 
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Personality 


The medical assistant needs an exceptional per- 
sonality. You have to like people, to have a strong 
desire to help them, and a natural cheerfulness. If 
you lack any of these traits, you do not belong in a 
medical office. 

Friendliness is essential; so is sympathy. The 
‘ people you will meet every day will need both from 
you. They will be ill or upset, and will look to you 
for psychologic help. 

As a medical assistant, you have a tremendous 
responsibility and opportunity! You will meet hun- 
dreds of people desperately in need of encourage- 
ment and kindness to lighten their burdens. A few 
words, a smile, a little personal attention from you 
will do more for them than you will ever know. And 
by the same token, impatience, coolness, or lack of 
interest on your part will hurt more deeply than you 
dream. Never forget this! 

All patients should be shown the utmost courtesy 
and concern, making their welfare of primary im- 
portance. Whatever your problems, they must be 
fergotten in the office. You need always be tactful 
and calm, ready for every emergency. Put your 
“guests” at ease and you will have no difficulty win- 
ning their co-operation and good will. 

And at the end of the day you will find yourself 
much happier for your thoughtfulness to others! 


Ability 


Needless to say, the medical assistant must also 
be a capable person. Even as the charming hostess 
must be able to plan a successful party, so must the 
medical assistant have the ability to manage an 
efficient office. 

What qualifications should you have? First, you 
must be alert and aware! Much responsibility will 
rest upon your shoulders, not only for your treat- 
ment of the patients but for handling their records. 
You will have to have a good “sixth sense” that en- 
ables you to learn rapidly and be constantly aware 
of what is going on around you. 

You should also be a good typist. Much of the 
confidence patients develop in their doctor is the 
result of seeing that his assistant is efficient in all 
she does. Statements and correspondence going out 
from your office should be neat, accurate, and 
prompt. This requires an ability to type rapidly and 
accurately. Long hand simply does not give an im- 
pression of maximum efficiency. The question arises : 
“If the doctor is satisfied with less than the best in 


his office procedures, is he also satisfied with less 
than the best in medical treatment?” 

When. you’re handling another person’s money, 
you’re also dealing in good will. A doctor’s public 
relations can be ruined by a haphazard bookkeeping 
system and a careless bookkeeper. You will be han- 
dling payments and the patients’ financial accounts 
whether or not you actually take care of the doctor’s 
books, therefore an aptitude for figures will be help- 
ful to you. 

Finally, you will need a great deal of common 
sense. Many little decisions will be yours to make 
each day. “Should I interrupt the doctor?” “Is this 
an emergency?” ‘What other information do I 
need?” ‘What do I do now?” These will ail need 
quick answers and since there are no standard rules 
to follow in many of these instances, it will be up to 
you to use good judgment and make the wisest 
decisions. 

You Can Count on Her 


One of the most necessary qualifications of the 
medical assistant is that she is dependable in every 
way. 

In the medical office, so much of the patient’s 
personal and family life is revealed on his case his- 
tory, that he is placing a great deal of confidence in 
the integrity of the doctor and his assistants. You 
can count on the medical assistant never to betray 
that trust, either intentionally or unintentionally! 

You must guard your conversation carefully so 
that you never reveal to the patient or to his well- 
wishers anything that the doctor may not wish to 
reveal. Neither may you ever discuss your patients 
or office experiences outside the office. When the 
subject of a patient is brought up, you must tactfully 
change the topic of conversation. Both patients and 
your friends will respect you more for it. 

The doctor’s assistant simply has to be on the job. 
You must be quick to put the interests of others 
above your own. Whatever your plans or desires, 
you should see that they will not inconvenience 
others. Avoid asking favors, but be quick to give of 
your time and energy in emergencies. This may 
seem to be a little unfair, but it is one of the respon- 
sibilities you accept when you become a medical 
assistant. 

Whatever you have to do, do well. There should 
be nothing “slip-shod” about anything you do. 
Take pride in your work and in the reputation of 
your office. Whatever the circumstances, the doctor 
and patients must know they can count on you! 

Does this seem to be demanding too much, expecting 


GP © Volume X, Number 2 


rye 


the impossible? Perhaps it appears that the medical 
assistant would have to be an angel and an efficiency 
expert to live up to these qualifications. Not at all, but 
remember, the medical assistant has an unwritten code 
of ethics as noble as the doctor’s. It is a privilege AND 
a responsibility to be a medical assistant. But the re- 
wards are exceptional if you live up to these standards! 


What a Pleasant Office! 


The perfect hostess attempts to have her home 
decorated as attractively as possible at all times, and 
she is always looking for little improvements she can 
make to its appearance. However, before guests 
arrive, she is careful to check once more to see that 
every trace of dust and disorder has vanished. 

This should be your attitude in the office. Don’t 
look at the office as if it weren’t your responsibility. 
It is! It’s up to you to be aware of its appearance and 
to call your doctor’s attention to any major repairs 
or improvements needed. And patients will think 
of it as your responsibility, too. Somehow people 
don’t expect a man, let alone a busy doctor, to be too 
much concerned about office decorations and ap- 
pearance. 

Do be sure that the office is kept clean. You 
should have a reliable and thorough janitor or clean- 
ing lady to clean the floors, wash the windows and 
woodwork periodically, and do other “dirty” work. 
But, as a general rule, it is up to the medical assist- 
ant to do the dusting, the little picking up around 
the office. 

There are many ways to improve the appearance 
of an office. A library book on home decorations 
would be very helpful ... and interesting ... to 
you! The color scheme in your office makes a world 
of difference. Did you know that colors can be cool 
or warm, nervous or relaxing, formal or informal? 
Everything in your office contributes to its message. 
The medical office should say: ‘‘Welcome . . . relax 
... all is well!” 

Also remember the comfort of the patients. See 
that the chairs are reasonably comfortable (and yet 
not so relaxing that patients will want to spend the 
afternoon there). Be sure they have current maga- 
zines available to them, and adequate lighting to 
read, 

Here’s a check list for you. Periodically refer to 
it and see if you can make any improvements in the 
appearance of your office: 

Are your magazines current? Or are they “‘lop- 

eared” and obsolete? 

Is the furniture clean? Would scratch-remover 
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help anywhere? Do the draperies or blinds 

need cleaning? 

Is the floor in need of refinishing, waxing? Are 

the walls dirty? 

Have you any pictures on the walls? And, 

please, are they hanging straight? Have you 

dusted the frames or washed the glasses 

recently ? 

Do you have any plants or flowers in the room? 

What about ash trays? Are they chipped? Do 

you empty them periodically during the day? 

How about lamps and lamp shades? New 

shades do much to brighten a room, and they 

need not be expensive. 

Do you have anything to interest the children? 

An aquarium or some little display you’ve 

worked up yourself? Color books? Table and 

chairs? 

Don’t overlook the little things around your office. 
They tell the patients you really care about them 
and your job! 


Enter, the Guests 


If there were any motto we would suggest for the 

medical assistant, it would be this: 
**Put Yourself in His Place” 

If you will stop a moment before you say or do 
anything and imagine yourself in the other person’s 
place, surrounded by the same circumstances, many 
times your course of action will change. 


On the Telephone 


Often your first contact with a patient is over the 
telephone. Therefore here is your first opportunity 
to make a good impression. There are three kinds of 
voices: irritating, colorless, and pleasing. 

The irritating voice is either too loud or too soft, 
is usually high pitched, and may be listless or ab- 
rupt. It is the kind of voice that tells you the person 
taking the call resents your calling or merely toler- 
ates it. 

The colorless voice is one that fails to impress you 
at all. It handles your business in a routine way that 
is neither aggravating nor inspiring. If you were 
called upon to describe the quality of voice later, 
you would probably shrug your shoulders and say, 
**Oh, it was just a voice!” 

But the pleasing voice is the one that tells the 
caller you really want to help. It is low and distinct, 
its manner is extremely courteous and interested. 
This voice firmly controls the conversation and you 
don’t mind a bit because you aren’t aware of it. 
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Have you ever listened to your own voice? Into 
which group do you fall? 

Your voice zs important! It can get you off to a 
good start in your relations with the patient, the 
referring doctor, the hospital, or it can immediately 
put the person on the other end of the line in an 
unco-operative frame of mind. 


Answer It! 


Be sure you answer the telephone promptly! Of 
all offices where this is expected, the medical office 
is first. Callers will find it difficult to gain much con- 
fidence in a doctor who does not see that his phone 
is always attended. Next, see that there is always 
a pad and pencil beside the telephone, and a list of 
the phone numbers you most frequently need. How 
embarrassing to have to ask the caller to wait while 
you locate a pencil and paper to take his message, 
or while you look up the number of a doctor your 
doctor asked him to see. 


Smile! 


There is only one way to put a smile into your 
voice and that is by smiling while you speak! When 
you answer the phone, smile into it and tell the 
caller who is “‘at his service.” 

“Good morning, Dr. Smith’s office” or “Dr. 
Smith’s office, Miss Jones speaking” will do it. 


Like Pulling Teeth 


“It’s just like pulling teeth to get any informatio, 
out of that girl!” 

Do callers ever say that about you? Or, when you 
take a call, do you volunteer all the necessary in:- 
formation and offer to help without making the 
patient beg for some consideration? 

“[’m sorry, Doctor is in consultation. May I hel) 
you?” or “I’m very sorry, Doctor will not be in 
until 2:00 o’clock. Who is calling please >” 

And when you say you’re sorry, be sorry! After 
all, if you were calling a doctor and really wanted to 
talk with him at once, you would be pretty disap- 
pointed if he were out. Your concern over the pa- 
tient’s reaction cushions any disappointment or 
resentment that might otherwise be aroused. 

Very few doctors like to be disturbed during the 
day except for emergency calls or other physicians. 
It is standard routine, then, for you to try to obtain 
all the information you can from the caller. An 
offer to help will usually bring out a request for an 
appointment or some explanation of the purpose 
of the call. 

If you cannot handle the call yourself, then be 
sure you obtain the full name, correctly spelled, of 
the person calling, his address, his phone number, 
and as much information as you can. Record this on 
a telephone pad, and assure the patient that the 
doctor will call him back. How soon he should do 
so will depend upon the nature of the call, but it is 
up to you to see that it is properly handled. Attach 
the telephone slip to the patient’s case history and 
leave it on the doctor’s desk. If it is urgent, note 
this on the slip, otherwise the doctor may call late 
in the day. Naturally in an emergency you will 
locate the doctor and deliver the message at once. 


It’s a Personal Matter 


Once in a while you will receive a call from some- 
one who refuses to leave a message, but insists upon 
talking with the doctor personally without giving 


_ his name. Beware of these calls. Chances are the 


caller is either selling or soliciting. Offer to relay 
any messages, to have the doctor call him back, sug- 
gest that he write the doctor, or finally suggest that 
he make an appointment to see the doctor. This 
usually brings some explanation as few people are 
willing to pay for an office call to accomplish their 
mission. 

Remember, any friend of the doctor, member of 
his family, another doctor, or “V.I.P.” recognizes 
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the importance of not disturbing the doctor and 
will gladly give his name and leave a message! 


1 Want To See the Doctor 


Every patient who calls to see the doctor wants 
an appointment just as soon as possible. Many 
times the patient will ask, “May I see the doctor 
today ?”’ The average doctor’s schedule is filled in 
advance and convincing the patient that you are 
interested in him, but still making him wait takes 
tact and ability. 

These are the steps you will want to follow: 

1. Determine whether or not the call is an emer- 
gency or something that should be taken care of as 
soon as possible. 

2. Find out whether it is a new patient calling 
and how he happened to call. If another doctor is 
requesting the appointment, of course, you will 
have to arrange to see the patient when that doctor 
thinks it is necessary. 

3. Give the patient a choice in time. Use a posi- 
tive approach. “Mr. Smith, Doctor can see you next 
Tuesday at 2:30 or Wednesday afternoon between 
3:00 and 4:00. Have you a preference?” Avoid, 
“Doctor can’t see you until . . .” If the patient re- 
quests a definite time and you must refuse, tell him 
you are very sorry but Doctor’s schedule is com- 
pletely filled at that time. Then immediately sug- 
gest another time. If the patient believes you are 
sincerely concerned with his desires, he will be 
co-operative. 

4. Be sure to get the patient’s full name and 
address. If it is a new patient you should ask for his 
phone number in case it is necessary to break the 
appointment in an emergency. 

The appointment schedule can best be controlled 
if all appointments are made through one person 
rather than everyone in the office handling requests. 


Doctor Blank Calling 


Professional courtesy demands that other doctors 
who call be put through to your doctor at once if at 
all possible. 

When another doctor telephones. he will invari- 
ably identify himself. ‘This is Dr. Blank. I’d like to 
talk to Dr. Smith, please.” Your reply if the doctor 
is in will be simply, “Just a moment, please. I'll 
ring doctor.” 

\f for any reason your doctor cannot be disturbed, 
zive the calling doctor an explanation. “I’m very 
serry, Dr. Blank, Dr. Smith is in surgery at the 
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moment. He should be through in about fifteen 
minutes. (You will know from your appointment 
schedule the approximate time required for the sur- 
gery.) May he call you then?” 

Be very sure to find out where the doctor will be 
at the time your doctor is free. He may be telephon- 
ing from the hospital, from his home, or from a 
patient’s home. And he may be at another number 
in fifteen minutes. 

Then type up a memo for your doctor. Show the 
time of the call, the doctor’s name, the reason for 
the call, if known, and when and where he is to 
return the call. See that your doctor is given this 
memo as soon as he is free. 


Other Callers 


You may learn your doctor’s wishes regarding 
his family and friends. He may wish some calls put 
through at once and others not. These are his per- 
sonal preferences. 

Salesmen and solicitors should be asked to ex- 
plain the nature of their call. If the doctor is not 
busy, you may ask him if he wishes to talk with 
them. Otherwise tell them you will ask the doctor 
about it. He will then either call them back or give 
his answer to you. 


Cancelling Appointments 


Sometimes it is necessary for the doctor to break 
appointments. In this case you should notify the 
patients in advance, if possible, giving them another 
appointment. If you cannot reach the patients, or 
if they are already waiting, you will simply have to 
apologize and give them another appointment. And 
in all cases explain the reason for the cancellation 
. .. “Doctor has been called out on an emergency” 
or ‘Doctor has been called out of town.” 


Phone Calls You Will Make 


When you make a call for your doctor or pertain- 
ing to his business, always begin by stating, “This 
is Miss Jones from Dr. Smith’s office.” Then make 
your request. If you are putting through a call 
which your doctor wishes to take, get the party on 
the line, tell him who is calling, then refer the call 
to your doctor. Generally if the doctor is calling 
another doctor who is as busy as he, it is more 
courteous for him to place the call himself. Why 
should he ask the doctor to wait while you transfer 
the call to him? 


Many times you will have to schedule surgery. 
Try to make all the necessary calls on any one case 
in succession to be certain you have not overlooked 
something. 

Call the registration desk of the hospital to be 
sure the patient can be admitted; then surgery, to 
arrange the time. Next call the anesthesiologist to 
make an appointment with him, and finally be sure 
that the patient is given all instructions. 

This order may be arranged to conform to differ- 
ent situations, of course. But the procedure is the 
same, whatever the order. 

If you have the time and ability, you can perform 
a wonderful service to your doctor by phoning pa- 
tients whose accounts are delinquent. After an 
account has received several letters, but before it is 
given to a collector, a personal telephone call will 
many times effect payment. 

Later in this booklet you will be instructed on the 
timing and procedure for sending collection letters. 
But before the final letter is sent, try to reach the 
patient by phone and talk with him personally. 

Your conversation should run like this: ‘Mr. 
Brown, this is Dr. Smith’s office. We have been 
somewhat concerned because we haven’t heard 
from you recently. We thought perhaps you had 
moved, and yet our letters were not returned so we 
have been puzzled.” 

At that point he will undoubtedly give some ex- 
cuse for his silence and delay, and you will be very 
gracious. “I certainly understand how it could hap- 
pen, Mr. Brown. But since your account has run for 
six months with no word from you, I’m sure you can 
understand our position, too. Would you like to 
tell me now what arrangements you wish to make 
for payment of the account?” 

Assume that he will want to pay; imply complete 
confidence in him, but be sure you evoke from him 
some definite arrangements for payment. 

Close by saying, ‘Thank you, Mr. Brown. I'll 
mark your card (here repeat his promises) and we 
will expect to see (or hear from) you then.” 

You will be surprised how effective this technique 
will be. But it will require tact, courtesy, and firm- 
ness on your part. Here is a real challenge to your 
ability, as well as certain proof that you know how 
to handle people over a telephone if you can over- 
come this challenge. 


Check Yourself 


Do you always answer the telephone promptly? 
Everyone likes attention and a prompt answer to a 


telephone call is your first courtesy to the patient. 

Do you identify your office? “Hello,” ‘Doctor’s 
Office,” or just the phone number is insufficient and 
would necessitate additional questions. 

Do you speak clearly and cheerfully? Avoid beiny 
too loud or too soft; speak directly into the mouth- 
piece. Learn to smile as you answer the phone; it 
will put a smile into your voice. And it will do 
wonders to calm and cheer the caller. 

Are you prepared? Always be aware that any call 
may be an emergency. Know that you will be re- 
quired to obtain complete information, so keep a 
pad and pencil handy for quick recording of the 
facts. 

Are you always courteous? Remember that most 
calls are from patients who are likely to be upset or 
concerned over something. Be gentle with them. 
They must realize you are protecting the doctor’s 
time, but be sure to learn whether or not the call is 
urgent. If not, get the patient’s name and explain 
that the doctor is busy, but will call back as soon as 
possible. 

Do you explain delays? If you are calling the 
doctor, the nurse, or are interrupted yourself, ex- 
plain what is happening to the caller. Say, “Would 
you hold the line just a few minutes, please?” or 
“ll ring doctor, Mrs. Smith, but it may take him a 
few minutes to answer.” No one likes to be left 
waiting and wondering if he has been forgotten, 
particularly if his call is important. 

Do you say “please” and “thank you”? It is 
amazing how many people forget these important 
words, yet they perform miracles in public relations. 
“Would you give me your name, please? . . . Your 
address, please?”’ and “thank you for calling, Mrs. 
Smith.” It’s so simple, yet so effective. 

Are you careful to hang up gently? Let the caller 
replace the phone first. Say “good-bye” and then 
pause a moment. Never bang the receiver in the 
caller’s ear. It’s like pushing him out the door. 

Give callers a pleasant introduction to your doc- 
tor’s office with a gracious telephone technique. It 
will reward you well! 

You will find it much easier to enlist the caller’s 
co-operation if your manner is above reproach. And 
people will look forward to meeting you and your 
doctor in person, rather than dreading it. 


Covered in the September section of The Medical Assis- 
tant will be material on office etiquette, handling the 
patient who drops in without appointment, and receiving 
payments.—PUBLISHER 
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Trends and Events in the Nation’s Capital 


Congress Votes Health Aids 


On Caprrot Hit, indications were abundant that 
the closing weeks of the Congressional session 
would see considerable attention focused on health 
legislation. Final approval came in July for the 
Eisenhower-backed measure authorizing an addi- 
tional $60 million a year in Federal aid to stimulate 
construction of nonprofit outpatient clinics, chronic 
hospitals, convalescent homes, and rehabilitation 
centers. Other proposals to which Congress was 
giving attention included revision of the tax and 
social security laws, with their medical care provi- 
sions; health services for servicemen’s dependents; 
contributory life insurance for Federal employes; 
overhaul of Federal machinery on assistance to the 
states in rehabilitation of the physically handi- 
capped, and sundry other changes. 

Another late action of the 83rd Congress was 
passage of an appropriations act for Public Health 
Service which grants increased funds for support of 
medical research in hospitals and medical schools. 

At this writing, the Senate Labor and Public Wel- 
fare Committee was striving for passage of the 
Eisenhower plan for Federal reinsurance of health 
prepayment coverage but the outcome was still in 
doubt. The same was true of the Wolverton Bill on 
mortgage loan insurance to promote expansion of 
hospitals and clinics, with the initiative toward its 
enactment being taken by the House Commerce 
Committee. 

With Congress hopeful of adjourning by mid- 
August, and by the end of July if possible, it was 
felt that chances were scant that decisive action 
would be taken on military dependents’ medical 
care, contributory health insurance for Federal 
workers, or policies relating to medical benefits for 
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veterans having nonservice-connected disabilities. 
It is likely, however, that these issues will be taken 
up by the 84th Congress after it convenes in Janu- 
ary, 1955. 

Of particular interest—and importance—to the 
country’s general practitioners is the first major 
health plank in President Eisenhower’s platform to 
be approved by Congress. This is the amendment 
to the Hill-Burton Act which, for the first time, 
authorizes government financial aid in building out- 
patient clinics, convalescent homes, and rehabilita- 
tion centers. 

It will not be necessary for these facilities to be 
attached to hospitals in order to qualify for grants. 
Thus, small communities which cannot support a 
hospital can still be eligible for participation, pro- 
vided approval comes from state authorities as well 
as Public Healtk Service. 

In this connection, the Senate committee report 
of indorsement stated: 

“Insufficient progress has been made, under the 
existing program, in the provision of outpatient 
departments of hospitals and other types of facili- 
ties for the diagnosis and treatment of ambulatory 
patients not requiring bed care. Diagnostic or 
diagnostic and treatment clinics offering a medical 
and technical team approach, are essential to a 
complete medical service in the community. By 
emphasizing the preventive aspects of modern medi- 
cine, this type of facility helps to decrease the need 
for the much more expensive inpatient hospital bed 
care. 

**Many of the diagnostic or diagnostic and treat- 
ment facilities constructed under the bill would be 
component parts of hospitals which are defined 
under the act to include public health centers. 

**However, there are communities which do not 
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now have hospitals and where the likelihood of hos- 
pitals being constructed is remote because these 
communities are financially unable to build and 
maintain hospitals. In those communities, the con- 
struction of diagnostic or diagnostic and treatment 
facilities for ambulatory patients will raise the level 
of health care.” 

Federal grants totaling $60 million for each of the 
next three years are authorized for the expanded 
Hill-Burton program. Annual allocations are: 
chronic disease hospitals and diagnostic-treatment 
centers, $20 million each; convalescent (or nursing) 
homes and rehabilitation facilities, $10 million each. 
Whether Congress will actually appropriate and 
make available the maximum sum which has been 
authorized for the current 1954-55 fiscal year re- 
mains conjectural. 

The Federal contribution toward development of 
approved projects will range from one-third to two- 
thirds of the total cost. 


Physiologic Monitor Developed 


An electronic instrument which monitors physio- 
logic changes in a patient, either in surgery or while 
under close medical surveillance, has been de- 
veloped at the National Bureau of Standards. The 
device records changes in blood pressure, pulse, and 
respiration as they occur and, by the activation of a 
switch, makes a permanent record of these physio- 
logic changes. 

The monitor has been used successfully in veter- 
ans hospitals in Richmond, Va., and Washington 
and further trials are planned. Although it is de- 
signed primarily for the operating room, its use is 
practicable in medical and postoperative cases 
since the readings can be taken at a “remote” sta- 
tion—for example, at the ward nurse’s desk. 

Veterans Administration financed the develop- 
mental work at Bureau of Standards which led to 
completion of the model now undergoing testing. 


Laboratory evaluation of the National Bureau of Standard’s Physiologic Monitor. The operating room console (right foreground) 
indicates changes in blood pressure, heart beat, and respiration as they occur. A permanent record of these readings is automatically 
made on the chart of the recorder console (left background). Electric attachments to the subject’s arms and legs permit continuous 
measurement of pulse rate and pulse irregularity. The arm band and associated microphone are for measurement of blood pressure. 
In actual use, the recorder console is placed outside of the operating room. 
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A Manual on Cardiac Resuscitation. By Robert M. Hosler, 
M.D. Pp. 183. Price, $4.00. Charles C Thomas, Spring- 
field, Ill., 1954. 

This book contains knowledge which is valuable to 
every general practitioner, and especially those who 
perform surgical procedures. This bock should be 
read slowly and with the reader undisturbed so that he 
may digest all facts of physiology, etiology, and treat- 
ment referable to the heart and the crisis which occurs 
when it ceases to function. 

Following are two quotes from this text: “If death 
under anesthesia is imminent, there should be a method 
for instantly alerting a resuscitation team. False alarms 
should be relished.” ‘“The mental attitude engendered, 
which prepares the surgeons for instant action, will save 
many lives through elimination of hesitation and 
vacillation.” 

All physicians can profit from careful reading of this 

—ArtTuur S. Haines, M.D. 


The Hepatic Circulation and Portal Hypertension. By Charles G. 
Child, III, M.D. Pp. 444. Price, $12.00. W. B. Saunders 
Company, Philadelphia, 1954. 

Dr. Child and his associates have presented a thorough 
study of the circulation of the liver and portal system. 


In concise language, amply illustrated, this book 


attempts to clarify the many problems associated with 
the clinical manifestations of portal hypertension, pri- 
marily bleeding due to esophageal varices, anatomy, 
embryology, and physiology of the hepatic and splanch- 
nic circulation. These are covered thoroughly and occu- 
py about a third of the book. The clinical problems en- 
countered in portal hypertension occupy another third. 
There are also included data of experiments on mon- 
keys with reference to the hepatic circulation. 

The book gives a good exposition of the current 
status of surgery, specifically portacaval shunt, in 
treating esophageal varices. 

In discussing diagnosis of esophageal varices, the au- 
thor places too much reliance on roentgen studies of the 
esophagus, in the opinion of this reviewer, who believes 
that such study misses a good many cases of esophageal 
varices that may be diagnosed esophagoscopically. 
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The current thinking on indications for shunting 
procedures is the orthodox one, but the reviewer feels 
that more emphasis should be placed on diagnosing 


* varices prior to bleeding and possibly treating the va- 


rices then to prevent the frequent deaths from exsan- 
guination or hepatic coma on the first hemorrhage. 

The book has limited interest for general practi- 
tioners but should be available in all hospital libraries 
as a reference on a subject which is encountered not 
infrequently in practice. 

It is of great interest to workers in liver disease and 
to vascular surgeons. 

—Irvinc B. Brick, M.D. 


Disorders of the Blood. By Sir Lionel E. H. Whitby, M.D. 
and C. J. C. Britton, M.D. Pp. 812. Price, $9.50. Grune 
and Stratton, Inc., New York, 1953. 


This is the seventh edition of a comprehensive text, 
which deals with all the diseases of the blood and, in 
addition, describes many diseases which produce 
changes in the peripheral blood. The text has been 
revised and enlarged so as to include all recent develop- 
ments and new techniques which have appeared in the 
literature through the middle of 1953. 

There are twenty-five chapters dealing with the 
origin and development of blood cells, the principles 
and practice of hematologic diagnosis, the various 
anemias and their treatment, the purpuric and hemor- 
rhagic diseases, the blood dyscrasias, and infectious 
diseases which produce changes in the peripheral blood. 

The chapter on purpuric and hemorrhagic diseases is 
especially valuable for its presentation of the newer 
developments on thrombocytopenia and hemophilia 
and the hemophilia-like diseases. The newer agents 
such as radioactive isotopes, nitrogen mustard, TEM, 
cortisone, and ACTH which have come into use for the 
treatment of disorders of the blood, are briefly discussed. 
There is an excellent chapter on technique, which 
should be of value to the general practitioner and in- 
tern. This chapter gives the medical man an idea of 
the tests that can be done in an office laboratory and 
those which require the use of a hospital laboratory and 
skilled technicians. If it does nothing else, it should 
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make the physician appreciate the complexity of some 
of the tests he orders for his patient. This chapter also 
details the technique for bone marrow aspiration and 
biopsy, splenic puncture, and lymph node aspiration. 

Most of the chapters on anemia and leukemia are 
short and concise and omit the controversial points 
found in more detailed texts on hematology, but the 
bibliography is adequate for those who wish to pursue 
the subjects further. 

This book is well written and easy to read. The black 
and white and color plates are excellent, although one 
could wish for more of them. The authors have attempted 
to present a comprehensive work on the disorders of the 
- blood and the subject has been well covered. At the 
same time, a great deal of medicine has been included. 
This book should be valuable to the general practitioner 
and internist alike. —Epwin R. Connors, M.D. 


Electrocardiography. By E. Grey Dimond, M.D. Pp. 261. 
Price, $14.00. C. V. Mosby Company, St. Louis, 1954. 


In the rapidly expanding field of electrocardiography 
it is frequently difficult for the medical student, house 
officer, or busy practitioner to stay abreast of the chang- 
ing concepts, nomenclature, er techniques. The corre- 
lated material presented by Dr. Dimond from his lec- 
tures and experiences at the University of Kansas 


Medical Center is directed at correcting this deficit. 
The reader progresses from a totally uninitiated stag¢ 
to one of clearer understanding and grasp of the field of 
electrocardiography and associated spatial vectors. 

The book is well written, the print large and easy to 
read. The illustrations are easily understood because of 
their simplicity and lack of detailed legends. The elec- 
trocardiograms presented are well photographed an« 
easily described. This step-by-step comprehensive cle- 
velopment of the concepts of electrocardiography should 
appeal to those practitioners who desire further know!- 
edge in this field but who have found many of the 
available texts too detailed or too complicated for thei: 
needs. 

—Bruce I. Suniper, M.D. 


First Aid and Resuscitation. By Lieut. Carl B. Young, Jr. 
Pp. 338. Price, $8.50. Charles C Thomas, Springfield, 
Ill., 1954. 


This book is a well written volume which should be 
of extreme value to those who teach first aid. 

The chapters on The Unconscious Patient, Resusci- 
tation, and Transporting the Seriously Ill are instructive 
and if followed by those who attempt to administer first 
aid, will save many lives and prevent further damage to 
the accident victim. 


TM. ® 
Serpasil-Apresoline 
hydrochloride 
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rhis book should find wide acceptance with rescue 
squads, Red Cross workers, life guards, police and fire 
department personnel, ambulance attendants, and hos- 
pital emergency wards. 
—J. R. Benper, M.D. 


Mayo Clinic Diet Manual. 2nd ed. By The Committee on 
Dietetics of the Mayo Clinic. Pp. 347. Price, $5.50. W. B. 
Saunders Company, Philadelphia, 1954. 


This second edition of the Mayo Clinic Diet Manual 
is quite comprehensive in the number and type of diets 
presented. The diets therein range from the simple 
standard hospital diets to those for all types of pre- 
and postoperative patients; and diets for various dis- 
eases such as gout, epilepsy, etc. These are excellent 
guides, and variations can easily be accomplished by 
the physician as he deems necessary. The tables of 
approximate caloric composition are included and are 
very helpful. 

The type used in this volume is a bit difficult on the 
eyes, but this is not of major importance since the 
manual will be used for occasional reference only, with 
not too much time spent at any one reading. I might 
suggest that margin tabs for each new diet would be 
most helpful for reference, if the publisher were able 
to supply them. 
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This book is excellent for dietitians, and all physi- 
cians as a ready reference for excellent diets tried and 
used on many thousands of patients at the Mayo 
Clinic. 

—I. Frouman, M.D. 


Chronic Iliac Pain in Women. By H. B. Atlee, M.D. Pp. 65. 
Price, $2.50. Charles C Thomas, Springfield, Ill., 1954. 


This text is a concise, well-written, adequately illus- 
trated reference, which presents organized differential 
diagnostic features commonly encountered in the clini- 
cal evaluation of the patient. 

The author is, beyond question, a learned clinician 
with an outstanding experience, whose capabilities and 
sincerity, combined with the salient feature of brevity, 
have inspired him to present a timely treatise. 

The subject matter is of such nature that it should be 
appreciated by surgeons and general practitioners alike. 

—Harotp A. Tarrant, M.D. 


Current Therapy. Edited by Howard F. Conn, M.D. Pp. 898. 
Price, $11.00. W. B. Saunders Company, Philadelphia, 
1954. 


This is the sixth of an annual series bringing to the 
physician authoritative, current methods of treatment. 
The book is planned in textbook style and is well in- 
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Nosopy NEEDS to frantically try to remember 
the wealth of useful information they heard 
and saw at a good medical meeting. Nobody 
needs to waste a minute of regret because a 
laggard primip or an emergency appendec- 
tomy deprived them of the chance to attend. 

Not if that good medical meeting was the 
AAGP Scientific Assembly in Cleveland, last 
March. For your Academy has taken those 
hours of lectures and panel discussions ... 
those rows of stimulating, colorful scientific 
exhibits ... and boiled them down into a 
collection of succinct illustrated outlines, for 
quick reference and easy reading. In some 250 
odd pages the Editorial Committee has piled 
every essential fact, every helpful chart and 
diagram that were presented during four full 
days in Cleveland Public Auditorium. As near 
as your fingertips, the messages of such 
authorities as Howard Rusk, George Crile, 
Clarence Livingood, Allan Barnes and Richard 
TeLinde will come to life again. Without 
leaving your own office, you can travel down 
the aisles and study sixty informative exhibits 
at your leisure. 


WHETHER you were at Cleveland or not, you 
will want this permanent record. Several 
thousand pages of manuscript have been 
edited and boiled and condensed until every 
remaining word has a useful application in 
your practice. Literally hundreds of photos, 
drawings and charts have been selected to 
give you the most pertinent information. 


$5 PER COPY 


(Check with order 


NAME 


but you both 
can have the Cleveland Assembly 
at your finger tips 
for years to come! 


A Limitep Quantity The total print orderon 
this book was based on the total sales of the 
1953 Edition—and more doctors are ordering 
“Abstracts” every year. So the wise doctor 
will order his copy immediately. Despite an 
improved quality of paper and a more expen- 
sive printing process to insure better illustra- 
tions, the price remains the same as last year. 


American Academy of General Practice 
406 W. 34th St., Kansas City 11, Mo. 


Enclosed is my check for $ 
the 1954 “ABSTRACTS” at $5.00 per copy. 


for which please send me, prepaid, copies of 


ADDRESS 


Academy Member: 
Yes [] 


CITY 


Attended '54 Assembly: 
Yes] No([] 
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dexed, by authors and subjects. It contains a section on 
poisoning ; a rather complete list of toxic ingredients in 
various commercial products; a roster of drugs; metric 
and apothecary tables; and tables for making percentage 
solutions. 

It is authored by a long list of medical authorities 
and edited by twelve consultants of outstanding 
reputation. 

I find this to be a very useful book and generally very 
satisfactory. On some subjects the methods of two 
authors are given and always without editorial comment. 
Men in general practice will find this an extremely valu- 
able reference book. It is, however, assumed that a spe- 
cific and correct diagnosis has been made before the 
book is used. 

Diagnosis is referred to only when helpful in clarify- 
ing methods of treatment. Surgical techniques are 
omitted, but sections on pre- and postoperative care 
are very good. There is a good presentation on paren- 
teral fluid therapy. 

The problem of keeping current such a publication 
as this is not solved. It is not a book most doctors would 
care to buy each year just for the few important changes 
necessary. However, it does an excellent job of fulfilling 
its basic purpose. 

—Cuartes C. Cooper, M.D. 


Acute Renal Failure. By Arthur Grollman, M.D. Pp. 96. 
Price, $4.00. Charles C Thomas, Springfield, Ill., 1954. 


This book is highly recommended for the general 
practitioner’s personal library. Although its informa- 
tion is available piecemeal from other sources, Dr. 
Grollman has presented his facts so succinctly that 
this compilation will be both practical and pleasant 
to read. 

At the outset, the author is to be congratulated in 
selecting the title, “Acute Renal Failure,” with its 
correct physiologic emphasis rather than any of the 
conceptionally incorrect, poor, but more popular terms 
such as lower nephron nephrosis. This is undoubtedly 
a reflection of the fine experimental work which Dr. 
Grollman has himself carried out over the many years 
of his interest in acute renal insufficiency. 

Having thus begun on the right foot, the author 
walks a straight and brisk course through the etiology, 
pathology, physiology, clinical course, and treatment 
of acute renal failure. He seems to have a partiality 
which I do not share for peritoneal dialysis as the 
treatment of choice in acute renal failure. It must be 
admitted that he has done much to make it practical, 
and the reader who chooses to use this method of 
therapy will find some practical hints in Dr. Grollman’s 


in any case of OBESITY 


with low-reserve thyroid. Mild thyroid deficiency “‘is 

a fairly common condition . . . characterized by weight 
gain, lassitude, brittle fingernails, coarse hair and . . . 
menstrual abnormality.’’! In this condition, accompanying 
thyroid medication may be of distinct help to the 

dietary regimen in reducing the patient.? 


Thyrar is prepared exclusively from beef sources and provides 
whole gland medication at its best. Superior uniformity 

is assured by chemical assay and biologic test. 

Supplied: Tablets of 4%, 1 and 2 grains. Bottles of 100 and 1000. 
Standardized equivalent to thyroid U. S. P. 


1. Buxton, C. L., and Vann, F. H.: New England J. Med. 236: 536, 1948. 


2. Cushne 


: Textbook of Pharmacology and Therapeutics, ed. 10, 


Lea & Febiger, 1943, pp. 436-437. 
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book and will take particular interest in Table 3, which 
outlines a handy method for the preparation of a 
dialysing solution. 

This book also contains a selective bibliography of 
more than one hundred references. Photographic 
reproductions are poor but do not play a vital role in 
the book. It is obviously meant to be sort of an ex- 
panded lecture on acute renal failure, and it fulfills this 
purpose admirably. 

—Georce E. Scureiner, M.D. 


Manual of Clinical Mycology. 2nd ed. By Conant, et al. Pp. 
456. Price, $6.50. W. B. Saunders Co., Philadelphia, 
1954. 


This manual covers the classification of mycotic 
diseases thoroughly and describes in detail the more 
common fungus infections seen by the practicing 
physicians in this country. 

A review of the book impresses one with the common 
occurrence of a heretofore uncommonly considered 
etiologic agent, which should cause the clinician to 
consider mycotic disease in the differential diagnosis 
of all obscure infections. It has caused the reviewer to 
consider and diagnose a case of histoplasmosis which, 
no doubt, would have been undiagnosed, or incorrectly 
diagnosed as tuberculosis. 


The manual is well printed, easily read, and the 
photographs excellent. X-rays are clear and show all 
details of the film in good context. 

This manual will serve the general practitioner as a 
useful refresher in bringing to mind the importance 
of considering mycosis in every case of “what-might- 
this-be ?” 

—J. R. Benper, M.D. 


Psychosomatic Approach to Gynecology and Obstetrics. By 
Fritz Wengraf, M.D. Pp. 346. Price, $6.75. Charles C 
Thomas, Springfield, Ill., 1953. 


We have observed cases and frequently read reports 
of cases in which psychotherapy has played an impor- 
tant part in severe organic disease. We have all prac- 
ticed a measure of psychotherapy in many of our most 
trying problems. In the field of obstetrics and gyne- 
cology this becomes a more than average requirement. 
This treatise covers the field in an all-inclusive manner 
which calls our attention to the need for appreciation 
of the psychic as well as somatic problems in the prac- 
tice and consideration of the sick person as a whole, 
rather than mere consideration of the disease. 

The book is divided into six parts. Section I is a 
consideration of the approaches to functional dis- 
orders, the nature of functional illness, psychody- 
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Recommend Zymenol, the emul- 
sion with brewers yeast: 


Non-habit forming 
Sugar free 

No irritants 

No leakage 


with Zymenol and Zymelose 


Enthusiastic praise from physicians attests to the effectiveness of Zymenol and Zymelose for 
bowel management in all age groups. Both products can help break the laxative habits of 
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_ When the stress of life situations ir 
chronic fatigue, characterized by relative 
hypoglycemia and visceral spasm, 
Donnatal Plus (Tablets or new, palatable 


Elixir) provides the necessary anticholinergic 
blocking action, the mild sedation, and the 
high level of B-complex vitamin intake, 
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namics, and differential diagnosis of functional dis- 
orders. Section II, a special part, discusses constipation 
as a functional disorder. Section III includes puberty 
and the process of maturity with interesting discussion 
of taboos, premenstrual tension, dysmenorrhea, psy- 
chosomatic uterine bleeding and leukorrhea, functional 
amenorrhea, frigidity and its sequellae, and the meno- 
pause. Section IV is a careful consideration of pre- 
operative care of neurotic patients, postoperative 
neurosis, and the varying effect of anesthesia. Section V 
dwells on the problems of pregnancy: gestation, par- 
turition, confinement, lactation, and the importance of 
the mother-child contact abortion. Section VI presents 
the importance and methods of psychotherapy. 
Psychosomatic Approach to Gynecology and Obstetrics 
is written by a man who has had years of experience 
in gynecology and obstetrics as well as psychiatry. 
It is written for the general practitioner, and ob- 
stetrician-gynecologist. It is a thoughtful review of the 
problems, and includes many illustrative case histories, 
which for comparative study are superior. These, with 
suggestions for therapy, make it entertaining, instruc- 
tive, and easily read. It has a most complete bibliogra- 
phy, reading of which will encourage reference to older 


papers and books which show that psychic side of dis- 


ease has long been recognized. Attention to the list of 


contents makes for easy discovery of sections one 
might care to refer to for a case in hand. 
—J. Mirron Sincteton, M.D. 


Carcinoma of the Colon. By Leland S. McKittrick, M.D. and 
Frank C. Wheelock, Jr., M.D. Pp. 94. Price, $3.25. 
Charles C Thomas, Springfield, Ill, 1954. 


This small book is a real gem, both as to content and 
organization. In less than one hundred pages the au- 
thors give the essential points in the diagnosis and 
treatment of lesions of the large bowel and rectum. 

The significance of certain items is the same in our 
offices as in the teaching hospitals. A change in bowel 
habits or bleeding of various kinds will often lead us 
straight to pathology in the large bowel. 

The physical examination is largely concerned with 
the blind spot above the reach of the finger or procto- 
scope in the lower sigmoid where the x-ray is useless. 
The authors illuminate this neglected area with the 
sigmoidoscope. They justify the importance of this in- 
strument, showing how the general practitioner can 
use it effectively both in diagnosis and treatment. “‘Sig- 
moidoscopy is an easy, safe, and necessary procedure, 
requiring little or no preparation, no anesthesia, and 
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for prompt 
safe relief 
of infant 
diarrhea 


Strikingly effective in the management of in- 
fant diarrhea, Casec provides prompt relief 
from loose and frequent stools in a vast ma- 


jority of cases within a 24-hour period. 


Simultaneously, Casec (calcium caseinate) 


provides good nutritional support by effec- 


tively preventing protein depletion, since it 
supplies 88% protein along with generous 


amounts of calcium. 


Another advantage is that since Casec is 
merely added to the regular formula, there 


is no change in baby’s routine. 


| simple to use 


| 


Bottie-fed infants 

4 tablespoonfuls of Casec 
added to regular formula. 
Continue until stools are 
normal for 3 days. 


Breast-fed infants 


2 tablespoonfuls of Casec 
to 6 ounces of water. Feed 
% to 1 ounce before each 
breast feeding until stools 
are normal for 3 days. 


CASEC 


The effective method of treating infant diarrhea 
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producing little discomfort to the patient. It exposes an 
area of the bowel that cannot be seen or felt in any 
other way.” 

The weak point in getting diagnostic x-ray films of 
the colon is proper preparation. This is described brief- 
ly but in detail. 

Once a definitive diagnosis is made, much or all of 
the treatment can be carried out by the general practi- 
tioner. This consists of diet, general care, treatment 
through sigmoidoscope, surgery. Should you do colon 
surgery, this book shows you how. If you refer to this 
work, you know what is going on and can judge the 
competence of the operating surgeon. 

It is easy to write a big, time-consuming book. Here 
is a comprehensive small book—ninety-four pages. Yet 
nothing important is left out. It is recommended highly 
to the general practitioner. 


—Loren G. Suroat, M.D. 


A Handbook on Diseases of Children. 7th ed. By Bruce Wil- 
liamson, M.D. Pp. 467. Price, $5.00. Williams and 
Wilkins Co., Baltimore, 1953. 


This handbook of some 460 pages is probably to be 
recommended for use by the medical student being in- 
troduced into the study of pediatrics rather than to the 
practicing physician. It would seem to have been written 


by a physician of the old school with the wealth of prac- 
tical wisdom that bespeaks a good clinician. It has been 
brought up to date by addition and alteration to include 
discussion of new procedures and drugs, including the 
antibiotics. 

Detracting not a bit from its basic practicability is the 
observation of retention of a few of the older ideas, such 
as the importance of constipation and the use of calo- 
mel in relieving the toxic process in the alimentary tract 
in fits, along with the mention of numerous drugs un- 
known to the American physician, such as proseptasine, 
osletin. 

As a quick reference guide for the busy general prac- 
titioner, this book could have some value because of its 
facility of arrangement—it would hardly be of too much 
value in the working out of a diagnosis in a difficult 
case. —Watrer W. Sackett, Jr., M.D. 


The Dynamics of Virus and Rickettsial Infections. Edited by 
F. W. Hartman, M.D., F. L. Horsfall, Jr., M.D., and 
J. G. Kidd, M.D. Pp. 461. Price, $7.50. The Blakiston 
Company, Inc., New York, 1954. 


This book records the proceedings of an international 
symposium which was held at the Henry Ford Hospital, 
Detroit, in October, 1953. The objects of the symposium 
were to summarize the recent advances in the study of 
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basic aspects of virus and rickettsial infections and to 
exchange ideas and information between workers in 
these areas. The prominence of the participants, the 
skillful arrangement of the material from these wide 
fields, and the excellent format of the book all assure 
the accomplishment of these objectives. The subjects 
discussed were grouped in five main categories: Mech- 
anisms of Virus and Rickettsial Infections; Ecology and 
Pathogenesis; Mechanisms of Immunity; Laboratory 
Diagnosis; and Approaches to Prophylaxis and Therapy. 

The nature of this symposium was such, however, 
that the material is of little practical value to general 
practitioners. It is intended especially for research work- 
ers in infectious diseases and will give excellent back- 
ground information to anyone who is sufficiently inter- 
ested in the field of infectious diseases to read it. The 
two most practical chapters are those on ‘An Evalua- 
tion of Diagnostic Procedures for Virus and Rickettsial 
Diseases” by Edwin H. Lennette and the ‘‘Clinical Ap- 
plication and Mode of Action of Antibiotics in Rickett- 
sial and Virus Diseases.” Both are well written. 


—Harry F. Dowune, M.D. 


Atlas of Operative Technic, Anus, Rectum and Colon. By Harry 
E. Bacon, M.D. and Stuart T. Ross, M.D. Pp. 301. Price, 
$13.50. C. V. Mosby Company, St. Louis, 1954. 


This is a book of illustrations of consecutive steps in 
the various operative procedures on the anus, rectum, 
and colon. The illustrations are accompanied by con- 
cise step-by-step descriptions. It is an up-to-date book 
on this type of surgery and is a splendid atlas for those 
interested in this field of surgery. Any general practi- 
tioner who is specifically interested in operative tech- 
nique in this field of surgery will find this book a valu- 
able addition to his library. 

—R. B. Rosins, M.D. 


ALSO RECEIVED 


Although GP endeavors to publish as many reviews of books 
as possible, space will not permit the review of all books re- 
ceived from publishers. 


Influenza. A Review of Current Research. By various con- 
tributors. Pp. 224. Price, $2.50. The World Health 
Organization, Geneva, Switzerland, 1954. 

The Painful Phantom. By Lawrence C. Kolb, M.D. Pp. 50. 
Charles C Thomas, Springfield, Ill., 1954. 

Roentgenographic Technique. 4th ed. By Darmon Artelle 
Rhinehart, M.D. Pp. 454. Price, $8.50. Lea & Febiger, 
Philadelphia, 1954. 

Sen of Orizabe. By Carlos W. DelPlaine, M.D. Pp. 62. 
Price, $2.50. Exposition Press, New York City, 1954. 
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and melancholy, the dispirited and frus- 
trated patient. 
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Income Tax Probe Finds Patients’ 
Names and Addresses Not Privileged 


A Futon, New York physician, who sought to block 
an income-tax investigation by asserting the “‘sa- 
credness” of communications between physician 
and patient, lost out in the May 3 ruling of the 
Supreme Court in Washington, D. C. 

The court refused to review a ruling of the Sec- 
ond Circuit Court of Appeals that names and ad- 
dresses of Dr. Anthony J. Cincotta’s patients were 
not privileged under the New York Civil Practice 
Act. 

An internal Revenue Agent served a summons on 
the Albert Lindley Lee Memorial Hospital Novem- 
ber 5, 1952 requiring the production of names and 
addresses of Dr. Cincotta’s patients admitted in 
1946 through 1950. The hospital refused, the Fed- 
eral Attorney obtained a court order that the hos- 
pital allow the records to be inspected. 

Dr. Cincotta moved to vacate the order. His mo- 
tion was denied by Federal Judge Stephen W. Bren- 
nan. The Court of Appeals affirmed that ruling. 

Dr. Cincotta appealed on the grounds that the 
information was privileged under New York law and 
that New York law, not Federal law, should apply. 
He also argued that the rights of private citizens to 
be protected against humiliation, embarrassment, 
and disgrace outweighed the public interest in the 
collection of taxes and that “the right of secrecy of 
communication between patient and physician is 
sacred.” 

The Department of Justice argued that the dis- 
closure of names and addresses was not privileged 
information under New York statutes, and did not 
~ violate the physician-patient relationship. 


Net Gain of 3,855 Physicians 
In 1953 Reported by AMA Council 


THERE WAS a net gain of 3,855 physicians in 1953, 
according to the annual report made by the Amer- 
ican Medical Association’s Council on Medical Edu- 
cation and Hospitals. 

It stated that 7,276 physicians received their first 
license to practice medicine in 1953. In the same year 
3,421 physicians died, leaving a net gain of 3,855. 

The Council estimated that there were 218,522 
physicians in the continental United States in De- 
cember, 1953. Of this number, 156,333 were in pri- 
vate practice. No data is available on what percentage 
of the 7,276 new physicians entered into general 
practice, but other studies by the council have 
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shown that approximately 63 per cent of the phy- 
sicians in active private practice are engaged in 
general practice. If that ratio applies to the new 
physicians, approximately 4,500 general practition- 
ers started practice in 1953, 


Academy Members To Be Featured 
At Indiana State Medical Meeting 


ACADEMY MEMBERS will figure prominently in the 
105th annual session of the Indiana State Medical 
Association at Indianapolis in October. Three In- 
diana chapter members, Dr. R. M. Hansell, Dr. 
Harry Pandolfo, and Dr. Hugh K. Thatcher, Jr., 
all of Indianapolis are on the General Arrangements 
Committee. Dr. Hansell is chairman of that com- 
mittee and Dr. Wendell C. Stover of Boonville is a 
member of the Committee on Scientific Exhibits for 
this meeting. 

The General Practice Section’s program will be 
in two parts. On Tuesday, October 26, Academy 
member, Dr. George Thorpe of Wichita, Kansas, 
will appear on a symposium entitled, “‘Medical and 
Surgical Emergencies.” Dr. Thorpe will also be one 
of two speakers on the Wednesday program. 

The other key speaker will be Dr. John S. DeTar 
of Milan, Mich., speaker of the A.A.G.P. Congress 
of Delegates, whose topic will be “General Practi- 
tioners in Public Relations Fields.”” He will be 
speaking as a member of the special A.M.A. Com- 
mittee on Public Relations. 

Officers of the section are Dr. Norman R. Booher, 
chairman; Dr. Frank Green, president-elect of the 
Indiana chapter, who is vice-chairman; and Dr. 
Russell J. Spivey, past president of the I.A.G.P., 
the secretary. There will be election of new section 
officers at this meeting and a period for discussion 
of general practice in Indiana. 

The Indiana chapter also will have a booth in the 
scientific exhibit section. 


1954 Winners of Urban Schlivetter 
Memorial Essay Contest Announced 


Winners of the Urban Schluetter Memorial Essay 
Contest, sponsored annually by the Wisconsin chap- 
ter of the A.A.G.P. for seniors at the state’s two 
medical schools, have been announced for this year. 

Martin J. Valaske, a senior at Marquette Univer- 
sity School of Medicine, and David L. Morris, senior 
at the University of Wisconsin Medical School, re- 
ceived prizes of $100 for their winning essays on 
“The General Practice of Medicine as a Career.” 


| 
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Both men received their M.D.’s at the close of the 
school term. 

Dr. Valaske received his award at Marquette Class 
Day and Dr. Morris was presented his prize by 
Wisconsin chapter president, Dr. C. G. Reznichek 
of Madison, at Wisconsin University’s Field Day 
ceremonies. 

The contest, sponsored to encourage more med- 
ical students to enter general practice, is named for 
the late Dr. Urban Schluetter of Milwaukee, former 
president of the Medical Society of Milwaukee 
County and a founder of the Wisconsin chapter. 

Recognizing the necessity of specialists in med- 
icine, Dr. Valaske wrote in his prize-winning essay : 

The complexity of the science, the necessity for 
a multiplicity of technical procedures, too numerous 
for one man to master, indeed, many impossible for 
one man to perform alone, demands of us specialists.” 

He continued to say that, in spite of this, “man 
remains for all our attempts to divide him on the 
basis of his disease or personality, a man,” and ar- 
gued that general practice offered “‘an unparalleled 
opportunity” to treat the whole man. 

Dr. Morris compared the trend toward speciali- 
zation in medicine with a similar trend in collegiate 
football, and foresaw in both a gradual return to 
emphasis on the all-around performer, or general 
practitioner. 


Thirty Televised Cancer Programs 
Now Available on Color Films 


Tue series of thirty programs, which were televised 
by the American Cancer Society last fall and ran 
through June, have been put on color film. 

Each of the cancer teaching clinics are available 
on 16mm. colored film for medical societies and can 
be obtained through the state divisions of the Amer- 
ican Cancer Society. 

Academy chapter officers who are interested in 
obtaining a copy of the colored films for use in pro- 
grams on cancer diagnosis and treatment should 
write to their own state division of the Cancer So- 
ciety or to the American Cancer Society, 27 Beaver 
Street, New York 4, N. Y. 

These kinescope showings are approved for in- 


formal study credit by the A.A.G.P. 


1,763 New York City Dentists Take Part 
in Group Health Dental Insurance Plan 


\ roral of 1,763 dentists in the New York City area 
ave become participants in Group Health Dental 
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Insurance, Inc., a program for voluntary dental 
insurance, according to a report in the June 7 issue 
of the New York Times. 

In announcing the number of new members, the 
agency said this response was attained one week 
after the introduction of the plan. 

The plan was described as “‘the first, and at pres- 
ent the only comprehensive plan for voluntary 
dental insurance offered in the United States.” 
Approved by the State Department of Insurance, 
commended by the American Dental Association, 
and the First District Dental Society, the insurance 
is now available to employed groups of forty or 
more in the New York metropolitan area. 


Greater Number of Massachusetts Members 
Report Adequate Hospital Facilities 


A RECENT SURVEY conducted through questionnaires 
by the Massachusetts chapter’s Hospital Committee 
shows that 81.74 per cent of Academy members in 
Massachusetts have adequate facilities in hospitals 
as compared with 74 per cent in 1951 when a 
similar survey was conducted. 

The Massachusetts chapter’s Hospital Commit- 
tee, headed by Dr. Burton F. Elder of Hingham, 
circulated a questionnaire to 1,300 physicians in the 
state. A total of 796 replies were received. Of this 
total, 52 were returned as deceased, unknown, re- 
tired, not in general practice, leaving 744 for calcu- 
lating purposes. Dr. Edmond P. Larkin of North 
Adams, compiled the returns. 

The following questions were asked: 

1. Do you have hospital privileges for the care of 
your patients? 2. Do you consider these privileges 
adequate for your need considering your own quali- 
fications? 3. If a member of a staff of the hospital, 
are you on the active, associate, courtesy, proba- 
tionary, or other staff? 4. Has there been any 
change in your hospital privileges during the past 
three years? If so, favorably or unfavorably? 5. Is 
there a Department of General Practice in your hos- 
pital? 6. Are you a member of the M.A.G.P.? 
7. How many years have you been in practice in 
your community? Remarks were invited. 

The following compilations were made: 


General Group MAGP 
as Whole Members 


Adequate 

Facilities 604—81.1% 197—81.74% 
Inadequate 

Facilities 111—14.9% 41—17.02% 
No Facilities 29—4.0% 3—1.24% 
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In 1951 only 74 per cent reported adequate facili- 
ties; 2 per cent had fair facilities; and 21 per cent 
had no facilities. The latter figure dropped to 1.24 
per cent this year. 

A chart was also prepared to point out indicated 
changes in hospital policy toward general practi- 
tioners : 


Favorable Unfavorable None 
Adequate 
Facilities 118 13 473 
Inadequate 
Facilities 18 12 81 
TYPES OF PRIVILEGES 
Active Assoc. Proba- Cour- Con- Others 


tionary ftesy sult 


Adequate 382 73 2 190 )=6'13 24 
Inadequate 36 12 2 65 1 _ 


Dr. Larkin said the survey indicated that General 
Practice Departments are presently available to 159 
physicians with adequate facilities, and to 23 physi- 
cians with inadequate facilities. 

It was noted that 473 physicians had been in 
practice 20 years or less and 13 in practice more 
than 50 years. Dr. Larkin pointed out that of those 
answering the questionnaire, “but 46 general prac- 
titioners have been in practice five or less years, and 
not until the 25-20 year group do we approach so 
low a number. Are we the vanishing American?” 

In discussing the questionnaire, Dr. Elder stated 
that “we feel that although statistics can be made to 
prove almost anything, at least these may be helpful 
to other committees in M.A.G.P. as well as other 
organizations interested in the problem of general 
practice of medicine as a part of the profession as a 
whole.” 


Tobacco Industry Invites Proposals 
For Specific Cancer Research Projects 


Tue Tosacco Industry Research Committee, which 
has headquarters in New York City, has invited 
university, hospital, and other medical research or- 
ganizations throughout the nation to submit pro- 
posals for specific cancer research projects for 
consideration by the Committee’s Scientific Advis- 
ory Board. 

An initial fund of $500,000 for such research has 
been appropriated by the Tobacco Industry Re- 
search Committee which is composed of major 
Cigarette manufacturers, tobacco growers, and ware- 
housemen. This committee has also pledged to vote 
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substantial additional funds for specific projects 
upon the advice of the Scientific Advisory Board. 

Dr. Clarence Cook Little, acting chairman of the 
advisory board, announced recently that the board 
is already in the process of reviewing sixty appli- 
cations for research projects. 

Composed of seven outstanding doctors, educa- 
tors, and scientists, the advisory board is guiding 
development of a long-term research program to be 
conducted in institutions outside the tobacco indus- 
try. In accordance with policy set when the pro- 
gram was announced early last year, the industry 
will not set up any research facilities. No industry 
funds will be given to tobacco company laboratories. 
All projects will be in addition to research carried 
on by companies. 

Dr. Little said that the program now being devel- 
oped by the Scientific Advisory Board will seek to 
encourage projects into areas not now being fully 
explored by the 850 research grants in federal, 
state, and private facilities in this country. 

In addition to Dr. Little, members of the board 
are, Dr. McKeen Cattell, Cornell University Medical 
College; Dr. Leon Jacobson, University of Chicago; 
Dr. Paul Kotin, University of Southern California 
Medical School; Dr. Kenneth Merrill Lynch, Med- 
ical College of South Carolina; Dr. Stanley P. Rei- 
mann, Lankenau Hospital Research Institute; and 
Dr. William F. Rienhoff, Jr., Johns-Hopkins School 
of Medicine. 


750 Persons X-rayed at Special 
Exhibit During Cleveland Assembly 


A ToTAL of 750 persons, approximately 500 of them 
physicians, were x-rayed at the routine hospital ad- 
missions x-ray exhibit during the A.A.G.P.’s Sixth 
Annual Scientific Assembly in Cleveland March 
22-25. Many others visited the exhibit to discuss 
costs entailed in setting up hospital programs, the 
procedures necessary, and the results which have 
been obtained by hospitals where such programs 
are in progress. 

The exhibit, which was on view during the entire 
meeting to demonstrate the value of routinely 
x-raying all admissions to general hospitals, was 
shown under the sponsorship of the National Tu- 
berculosis Association, the U. S. Public Health 
Service, and the American Hospital Association on 
the invitation of the Academy. 

The material and charts which made up the dis- 
play indicated that in tuberculosis alone more than 
twice as much disease is being found in hospital 


% 
q 
| 


Cortef* 

for inflammation, 
neomycin 

for infection: 


Neo Cortef ointment (topical) 


Each gram contains: 
Hydrocortisone acetate 

(1%) or 25 mg. (2.5%) 
Neomycin sulfate 
Butyl-p-hydroxybenzoate 


Supplied: 
5 Gm. and 20 Gm. tubes in plastic cases. 


Nep-Cor [: ophthalmic ointment 


Each gram contains: 


Hydrocortisone acetate .. 15 mg. (1.5%) 
Neomycin sulfate ............... 5 mg. 


Supplied: 1 drachm applicator tubes 


Neo-Corte ophthalmic drops 


Each cc. contains: 


Hydrocortisone acetate .. 15 mg. (1.5%) 
Neomycin sulfate 


Supplied: 5 cc. dropper bottles 


TRADEMARK 


aeKEQUIVALENT TO 3.5 MG. NEOMYCIN BASE 


Upjohn FHE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


GP © Volume X, Number 2 


: 
e 
126 


screening programs than in surveys of the apparent- 
ly healthy general public. 

This was the second showing of the exhibit at an 
A.A.G.P. Scientific Assembly and much greater 
interest was evidenced this year by the general 
practitioners than at last year’s meeting. 

Twenty-two physicians were among the forty-four 
persons recalled for further tests after examination 
of the chest films. Ten physicians, as against eight 
lay persons, had films suggestive of pulmonary 
tuberculosis. Other pathology was suspected in 
eight physicians and nine lay persons, and four of 
each group were considered to have possible cardio- 
vascular disease. 


Twe Mead Johnson Scholarship Winners Get 
Certificates of Award in Special Ceremonies 


Two oF THE 1955 Mead Johnson General Practice 
Scholarship Award winners have been honored at 
special ceremonies at their respective schools where 
they received certificates of award. 

At Indiana University School of Medicine’s an- 
nual alumni day program on May 12, Mr. John Har- 
mon Phillips of Princeton, Ind. was presented his 
certificate of award by Dr. O. T. Scamahorn, pres- 
ident of the Indiana chapter, before nearly 500 
Indiana University Medical School graduates (see 
cut), 

Dr. Phillips, who received his M.D. in June from 
Indiana University, will take his residency in gen- 
eral practice in July, 1955 following a year’s intern- 
ship. Dr. Phillips, who received three varsity letters 
in baseball, was also the recipient of the Big Ten 
Medal for Athletic and Scholarship Achievement. 
Heretofore, Dr. Phillips’ entire medical education 
has been financed from money he received from 
insurance left by his father, and his work during the 
summer months. 

The other honoree is Dr. Norman R. Bates, who 
has just received his M.D. from Albany (New York) 
Medical College. His certificate of award was pre- 
sented by Dr. William G. Richtymer, president of 
the New York chapter, on behalf of the Academy’s 
Mead Johnson General Practice Scholarship Award 
Committee. 

Upon completion of his internship, Dr. Bates will 
begin a one-year general practice residency in July, 
1955. During this year of residency training he will 
receive twelve equal monthly payments totaling 
41,000. 

The scholarship award program is administered 
»y the Academy through funds provided by Mead 
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Award Presentation in Indiana. John H. Phillips (right) of 
Princeton, Ind., who has just received his M.D. from Indiana 
University Medical School, is shown receiving a certificate of 
award which entitles him to a $1,000 Mead Johnson General 
Practice Scholarship when he begins his residency next year. 
Presentation was made by Dr. O. T. Seamahorn, president of 
the Indiana chapter, during the seventh annual alumni day 
program. 


Johnson and Company, manufacturers of infant 
nutritional products. Ten medical school seniors 
will receive certificates of award this year and cash 
gifts of $1,000 when they take their residencies. 
Ten interns, named last year, began their residen- 
cies this July under the same program. 


Albany (New York) Medical College fetes scholarship winner. 
A $1,000 Mead Johnson General Practice Scholarship award is 
presented to Norman R. Bates, a senior at Albany Medical Col- 
lege. Dr. Bates received his M.D. at the close of the school year. 
From left are Jonn Hobbs, representative of Mead Johnson and 
Co., Evansville, Ind.; Dr. William G. Richtmyer, president of the 
New York Chapter; Dr. Bates, and Dr. Harold C. Wiggers, dean 
of the college. 
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Medical News in Small Doses: 


Dr. Raymonp McKeesy of Binghamton, N. Y. was 
elected to the council of the New York State Medical 
Society at its annual meeting in May . . . Indiana 
University Medical School Alumni have named Dr. 
Norman R. Booher of Indianapolis, president-elect 
for the coming year. His wife, Dr. Olga Bonke 
Booher, will be installed as secretary of the alumni 
group. . . . A one-day clinic on industrial health was 
held recently in Milwaukee, Wis. A.A.G.P. member, 
Dr. Charles Shook, a new member of the A.M.A. 
Council on Industrial Health, was one of the guest 
speakers. . . . At an earlier industrial medicine sym- 
posium which was held at Tulane University, Dr. 
Shook said statistics show that 94 per cent of those 
belonging to the A.A.G.P. are engaged in some form 
of industrial medicine. . .. On June 1, Dr. James L. 
Hamner, Academy member from Mannboro, Va., 
was one of two alumni who received honorary de- 
grees at the Medical College of Virginia. . . . Rhode 
Island Academy members, Dr. Peter C. Erinakes of 
Kent and Dr. Charles L. Farrell of Pawtucket, have 
key committee posts with the Rhode Island State 
Medical Society. Dr. Erinakes is on the committee 
on medical economics and Dr. Farrell is a member 
of the committee on public policy and relations. . . . 
Contributions to the American Medical Education 
Foundation during the first 11% months of 1953 
totaled $1,047,000 which exceeds donations received 
during the entire year of 1952 by $141,000.... 
This country’s local public health agencies have less 
than half as many physicians and nurses as are 
needed to provide basic minimum services, reports 
an official of the United States Public Health Serv- 
ice. Many local health departments are “‘only skele- 
ton organizations,” says Dr. Jack C. Haldeman, chief 
of the Division of General Health Services. . . . Im- 
mediate past president, Dr. U. R. Bryner of Salt 
Lake City, was luncheon speaker during the recent 
annual meeting of the Utah Public Health Associa- 
tion in Salt Lake City. Dr. Bryner spoke on the 
“Relationship of Public Health Service and Na- 
tional Health in Great Britain.” . .. Thirteen hun- 
dred business men have enlisted in the campaign to 
raise $10,000,000 extra annual income for the na- 
tion’s 79 medical schools, Colby M. Chester, chair- 
man of the Committee of American Industry, re- 
ported May 31. The committee is affiliated with the 
National Fund for Medical Education. Mr. Chester 
said 60 nationwide industry divisions had been set 
up with 1,019 business men serving, while 23 com- 
mittees in industrial centers had mustered 312 
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On the Calendar 


Academy chapter meetings and postgraduate 
courses, as well as other medical meetings in which 
general practitioners will have an interest, will 
appear here monthly. 


Aug. 6. Seattle (Washington) chapter, Midsummer Day 
Clinic, Olympic Hotel, Seattle. 

Sept. 9-10. Utah chapter, sixth annual meeting, Hotel 
Utah, Salt Lake City. 

Sept. 9-11. Texas chapter, fifth annual meeting, Recrea- 
tion Pier, Galveston, Texas. 

Sept. 12—15. Second International Congress of Cardiology, 
Washington, D. C. 

Sept. 15-16. Mississippi chapter, sixth annual meeting, 
Heidelberg Hotel, Jackson, Miss. 

Sept. 16. Nebraska chapter, seventh annual meeting, 
Yancey Hotel, Grand Island, Neb. 

Sept. 16-18. American Heart Association, annual 
scientific sessions, Washington, D. C. 

Sept. 21-23. Ohio chapter, seventh annual meeting, 
Deshler-Hilton Hotel, Columbus, Ohio. 

Sept. 21—Dec. 7. University of California School of Medi- 
cine, course in medicine for general practition- 
ers, East Oakland Hospital, Oakland, Calif. 

Sept. 22. Massachusetts chapter, annual meeting, Hotel 
Statler, Boston, Mass. 

Sept. 22-23. lowa chapter, sixth annual meeting, Hotel 
Savery, Des Moines, la. 

Sept. 28-29. South Carolina chapter, sixth annual meet- 
ing, Columbia Hotel, Columbia, S. C. 

Oct. 4-7. American Academy of Pediatrics, annual 
meeting, Palmer House, Chicago, IIl. 

Oct. 5. New Hampshire chapter, annual meeting, Mt. 
Washington Hotel, Bretton Woods, N. H. 

Oct. 6-7. Arkansas chapter, fall meeting, Lafayette Hotel, 
Little Rock, Ark. 

Oct. 7-18. Pan-Pacific Surgical Association, sixth 
congress, Honolulu, Hawaii. 

Oct. 8-9. Levisiana chapter, eighth annual meeting, 
Majestic Hotel, Lake Charles, La. 

Oct. 10-13. New York chapter, sixth annual meeting, 
Syracuse, N. Y. 

Oct. 16-22. American Occupational Therapy Association, 
37th annual conference, Shoreham Hotel, Wash- 
ington, D. C. 

Oct. 16-22. North Carolina chapter, sixth annual meet- 
ing, cruise to Nassau and Havana. 


more leaders. . . . The A.M.A. reported May 28 that 
45.5 per cent of foreign-trained physicians who 
sought licenses to practice in the U. S. last year 
failed to pass required tests. 
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The role of the male in 
TRICHOMONAL RE-INFECTION 


“A Frank Discussion” 


The concept that trichomonal infestation is not 
peculiar to the female genitalia alone is now 
established authoritatively. Numerous investi- 
gations!-6 have confirmed the presence of the 
infesting organisms in the male prepuce, 
urethra, prostate, or bladder. 


The symptomatology observed in the male 
varies widely and apparently causes no serious 
residual lesions.1 Frequently the chief com- 
plaint is a nonpurulent discharge with an 
almost complete lack of accompanying reaction. 


According to Lancely in his investigation,! the 
infection can even exist in a nonsymptomatic 
state. A recent study of 735 male patients, re- 
ported in The Journal of the American Medical 
Association, verified conclusively that the 
“... preputial sac, urethra, or prostate may all 
be sites of infection ...and that the spread of 
disease by coitus is not uncommon.” 


Other studies2-6 amply support these findings. 
Crossen,2 in his notations on persistent and 
therapy-resistant cases of trichomonal vagi- 
nitis in the female, reports many avenues of 
re-infection, listing among others — douche 
nozzles, fingers, and the sexual partner. He 
emphasizes the importance of checking the hus- 
band as a possible focus of re-infection. 


Bernstine and Rakoff? point up the necessity 
for checking the husband “... particularly as 
a source of infection in the female...” Reich 
and Nechtow® similarly advocate such a pro- 
cedure, stating, “The male, too, may be a source 
of re-infection. The prostate should be checked 
as a possible source of trichomonads.” Wharton5 
notes “... the infection returns after coitus...” 
and again, “Occasionally the husband is the 
reinfecting focus.” 


Increasingly, data and studies point up the 
need for prophylactic measures in coitus, as 
an effective adjunct to routine trichomonal 
therapy of the female. The importance and 


rationale for the use of a condom should be 
explained carefully. Rakoff et al.3 are quite 
definitive in an exposition of treatment and 
prophylaxis for trichomonal infection and 
re-infection. 


“If the male harbors trichomonads, condoms should 
be used during sexual intercourse until it is certain 
the infestation has been cleared up entirely. When 
the condition exists in the female alone, coitus is 
best avoided until the vaginitis and active stage of 
treatment are over: thereafter the husband should 
use condoms for a period of at least three months 
after the last treatment ...”3 


Occasionally, patients will manifest a reluctance 
to use the condom because of inconvenience 
or dulling of sensation. These objections are 
readily overcome following the recommenda- 
tion and initial trial of pre-moistened, con- 
venient FOUREX® skins. As these are prepared 
from the cecum of sheep, they do not exert any 
retarding effect on sensory nerve endings. In 
those cases where cost is a paramount factor, 
the use of RAMSES,® a transparent, very thin 
rubber condom, or SHEIK,® a popular-priced 
brand, will prove eminently satisfactory. 


Physicians may now obtain a complimentary 
package, which will enable them to confirm the 
prophylactic value of FOUREX pre-moistened 
skins and RAMSES and SHEIK rubber condoms 
as therapeutic adjuncts in trichomonal re-infec- 
tion. In order to limit the distribution to physi- 
cians, requests should be made on your pre- 
scription blank and mailed to Dept. G2, Julius 
Schmid, Inc., 423 W. 55th St., New York 19, N.Y. 


references: 

1. Lancely, F.: Brit. J. Ven. Dis. 29:213-217, Dec., 1953; abstracted, 
J.A.M.A. 154:1467, Apr. 24, 1954. 2. Crossen, R. J.: Diseases of 
Women, ed. 10, St. Louis, C. V. Mosby Company, 1953, p. 294. 3. 
Bernstine, J. B., and Rakoff, A. E.: Vaginal Infections, Infestations, 
and Discharges, New York, The Blakiston Company, Inc., 1953. 4 
Meigs, J. V., and Sturgis, S. H.: Progress in Gynecology, vol. 2, New 
York, Grune and Stratton, Inc., 1950, p. 433. 5. Wharton, L. R.: Gyn- 
ecology, Including Female Urology, ed. 2, Philadelphia, W. B. 
Saunders Company, 1947, pp. 446, 448. 6. Reich, W. J., and Nech- 
tow, M. J.: Practical Gy logy, Philadelphia, W. B. Lippincott Com- 
pany, 1950, pp. 263, 267. 


JULIUS SCHMID, INC. Prophylactics Division 
423 West 55th Street, New York 19, N.Y. 


GP © Volume X, Number 2 


3 
= 
| 
: 


Report of the 
Executive Secretary 


CLEVELAND, OHIO, MARCH 20, 1954 


Mr. SpeaAkeR, Dr. BryNnerR, DELEGATES AND MEM- 
BERS: 

Six times before it has been my privilege to ad- 
dress this distinguished body with a report on 
the management of their Academy during the pre- 
ceding year. 

Each time I have been pleased and proud to point 
to specific accomplishments completed by the 
various commissions and committees during the 
year. Each time I have been able to recite progress 
that brought us closer to attainment of our ultimate 
goals. 

Again this year I am happy to report that some 
important tasks have been completed, some signifi- 
cant new projects have been undertaken, and sub- 
stantial progress has been achieved toward fulfill- 
ment of the Academy’s fundamental aims. 

My report, of course, is concerned with admin- 
istration and management alone. For discussions of 
policy you will look to the annual reports of the 
Board of Directors and its Committees. The func- 
tion of the executive secretary, and his staff, is re- 
lated to the means of executing these policies. At 
the same time, we, the staff, must be constantly 
careful not to confuse mere means with ends. 

I consider it my fundamental obligation as your 
executive secretary to constantly hold before the 
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Mac F. Cahal, J.D. 


membership the intrinsic principles upon which 
the Academy’s program is based, and the great 
promise of its inspiring motives. I am obligated to 
speak if, in my opinion, a proposed policy is a 
deviation from these basic principles or will tend 
to obscure the ends toward which the Academy 
is working. 

**The administrator must be content with his ad- 
ministration,” St. Paul wrote in his epistle to the 
Romans. I hope I may be pardoned for saying that 
sometimes I wonder if Paul had any knowledge of 
medical organizations. One who holds an ad- 
ministrative position with an organization so new 
and so dynamic as this, has no time to be content. 
The impact of the Academy in the world of organ- 
ized medicine has been so powerful, the nature and 
scope of its activities have expanded so rapidly—it 
has already altered the pattern of medical thought 
in America so profoundly—that there is no room 
for complacency. Every single day has brought a 
crisis of some nature—and every day has presented 
a challenge. One doesn’t get bored in this job. 

As with individual organisms, social organizations 
such as the American Academy of General Practice 
go through periods of unusual stress. In the history 
of every organization there arise at intervals, 
critical issues which test its very foundations. 
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Decisions reached and actions instituted in these 
crucial times can greatly influence the future course 
of the organization’s existence. 

The American Academy of General Practice 
stands today in a strong and healthy condition, 
with a future of opportunity unmatched in the 
history of American medicine during the past half 
century. 

But, in the twelve months which have passed 
since this Congress of Delegates last met, the 
Academy has gone through a period of strife and 
stress which might well have inflicted permanent 
injury to a less strong and resilient institution. 
The spirit of confidence, optimism, and good will 
that pervades the atmosphere on the opening of 
this Sixth Annual Assembly is proof that the 
Academy weathered the storm. The storm arose 
from without, and not within the organization. 
Hence, it has served only to strengthen the co- 
hesive force that binds the Academy together in a 
strong and effective institution. 

I am referring, of course, to the public utterances 
of spokesmen for the American College of Surgeons 
and the inflammatory articles resulting from these 


statements in some of the nation’s leading popular 
magazines. Most members of the profession feel 
this deliberate campaign of the College of Surgeons 
is harmful, to patient and profession alike, and 
that it is a misguided and irresponsible means of 
eradicating rarely occurring instances of unethical 
practice. In other words, they know that every 
man who blows a horn is not a Messiah. 

As stated in a resolution adopted by the American 
Medical Association House of Delegates at its last 
meeting in St. Louis: ‘‘Published statements of 
certain medical spokesmen concerning alleged un- 
ethical practices have tended to destroy the confi- 
dence of patients in their physicians.” 

There is a very interesting parallel here, it seems 
to me. I think we can agree with the warning of 
Vice-President Nixon in his radio address a few 
days ago, that in trying to get rid of communist 
rats we must not shoot wildly or we will hit some 
innocent persons who are also fighting rats. Public 
confidence in all doctors has suffered as the result 
of some wild and irresponsible shots at a few 
wrongdoers. 

We in the Academy are opposed to the evil of 
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secret fee-splitting too. But, in opposing the tactics 
of some who purport to be jousting at evil, we have 
sometimes come perilously close to the trap of ap- 
pearing to be on the side of evil. 

All this has created sharp differences of opinion 
within our own ranks. 

Confronted by this critical issue, the position of 
the Board of Directors has not been an easy one. 
The reaction of some members to what they re- 
garded as unwarranted attacks on general practice 
per se was so violent as to be slightly irrational. 
They demanded open and all-out counterattack. 
On the other hand there are some members who 
feel any mention of the College of Surgeons, which 
might be interpreted as even slightly critical of its 
leaders, is unjustified and in poor taste. The middle 
course, which the Board adopted, has naturally 
been criticized by a few members on both extremes. 

There have been complaints that the Academy 
was doing nothing in the face of public charges 
which some members interpreted as personal 
affronts. In the heat of their indignation some re- 
vealed a gross ignorance of the way the profession 
of journalism works. They refuse to believe that 
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neither the Academy nor the College of Surgeons 
can put an article of its choosing in a popular 
magazine or sit as a censor at its editor’s desk. 
As L. E. Judd says in his text book on public rela- 
tions, “Your own little contribution to current 
history may not be as important to the general 
public as you think it is.” 

Those who make their living by the skills of 
popular journalism write articles that will sell. 
The article that will sell is one that will be read. 
The one that will be read is the sensational, icono- 
clastic, or unusual one. Honest ethical doctors are 
not unusual. Dishonest surgeons who operate un- 
necessarily for monetary greed are. Hence, the 
sensational article gets published. You don’t read 
stories about marital felicity in your newspaper; you 
read stories about divorce. (Political slogan in 
Southern California: Help send Jimmy Roosevelt 
to Washington ; the wife you save may be your own). 

There have been urgent proposals from some 
quarters for the Academy to raise a great war chest 
and hire a public relations firm under the naive 
assumption that in this way we could prevail upon 
magazines to promptly stop publishing articles 
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critical of medicine and instead print only lauda- 
tory testimonials. The frailties of human nature 
are such as to make this a vain hope. Following such 
a course would indeed be a great and useless waste 
of money. 

The American Medical Association has spent 
millions on public relations in the past few years. 
Its department of press and public relations has a 
staff almost as large as the entire headquarters staff 
of the Academy, and a budget nearly twice that of 
the Academy’s total annual income from dues. 
The A.M.A. is just as unhappy about these un- 
favorable magazine articles as we are. Yet, they 
know the task of counteracting them is a long and 
arduous one and that it cannot be accomplished 
through some esoteric magic of public relations. 
As A.M.A. president E. J. McCormick said recently, 
“Good public opinion cannot be bought. It must 
be earned through exemplary conduct and genuine 
service in the public interest.” 

This is the postulate upon which the Academy 
will continue its program of public relations. That 
it does have a program and an effective one can be 
seen in the exhibit sponsored at this meeting by 
the Commission on Public Policy and in its annual 
report to be submitted here today. 

So much fury has been created by the few un- 
favorable articles appearing in the last year that 
there has been a tendency to overlook the many 
more articles frankly favorable toward the Academy 
and its program. As a result of one article, for 
instance, 477 letters had been received at head- 
quarters when I left last Wednesday, requesting 
help in selecting a family doctor. In response to 
such inquiries we offer help and advice and, inci- 
dentally, volunteer information about the Academy 
and what membership in it means. More examples 
of this kind of positive approach are to be found in 
the display of magazine articles and newspaper 
clippings in the exhibit on public relations activi- 
ties here. 

If our Board of Directors invited the top-ranking 
newspapermen present at this meeting to a press 
conference today and issued a statement charging 
that the public is being victimized by a bunch of 
predatory and knife-happy surgeons who daily per- 
form hundreds of unnecessary operations for 
rapacious greed, we could get a story on the front 
page of every newspaper in the country tomorrow. 
This is precisely the technique some groups have 
employed. But this is a dangerous and a foolish 
strategy. A positive program, while less conspicu- 
ous, is wiser, and, in the end, more effective. 
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The Burdick name on physical 
medicine equipment reflects a 
consistent policy providing the 
medical profession with the best 
possible design and construc- 
tion, plus a service responsibility 
which continues for many years 
after purchase of the apparatus. 
There are still in daily operation 
many Burdick units with more 
than a quarter-century of use. 
Still available are replacement 
burners for the first Burdick 
ultra-violet lamp ever marketed. 
Always at your command is 
the dependable Burdick dealer, 
trained in the servicing of your 
equipment. 

It is gratifying to know that 
the Burdick unit you buy today 
has a long life expectancy and 
will be given rapid and effi- 
cient service whenever the occa- 
sion arises. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN ’ 
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for allergic infants= 


complete hypoallergenicity 


plus optimal nutrition 


Nutramigen is a completely hypoallergenic, nutritionally optimal 
infant formula. Protein nutrients are supplied by Amigen, a predigested 
casein hydrolysate in which the protein molecules are broken 
down into amino acids and small peptides. Nutramigen does not 
merely substitute one source of protein for another, as in 

the use of goat’s milk or soybean “‘milk”’ in place of cow’s milk. 


All constituents of Nutramigen—protein, carbohydrate, fat, 
vitamins and minerals—are hypoallergenic. Hence, the 
usefulness of Nutramigen is not limited to milk protein 
sensitivity alone. Nutramigen is equally valuable for infants 
with other food allergies, and in various digestive disturbances. 


Nutramigen contains synthetic B vitamins and chemically pure 
minerals in amounts corresponding to those in milk. 
Supplemental amounts of vitamins A and D are also included. 


Supplied in convenient powder form, Nutramigen is easy to 
prepare. One packed level measure to 2 ounces of water 
makes a formula supplying 20 calories per fluid ounce. 


NUTRAMIGEN 


The completely hypoallergenic formula for infants 


MEAD JOHNSON & COMPANY « EVANSVILLE, INDIANA, U.S.A. 
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This is the course your Board will follow, and this 
is the course that must prevail. 

At any cost, I think all will agree we must avoid 
an internecine fight within the profession that will 
expose it to attack from without. The experience 
of British medicine should warn us of the awful 
fate of a profession that drifts into a specialist vs. 
general practice dichotomy. 

The A.M.A. House of Delegates will receive 
recommendations from a special committee on this 
subject at its next meeting. Dr. Stanley Truman, 
a past-president of the Academy, is chairman of 
the committee. Another member is your own 
speaker, Dr. Jack DeTar. Let us hope the A.M.A. 
will act decisively in the unfortunate situation that 
has developed and that instead of calling names at 
each other across the back fence, the American 
College of Surgeons and the American Academy of 
General Practice can sit down together in the 
citadel of medicine, in a co-operative effort toward 
a common goal. 

Now, Mr. Speaker, I apologize for having taken 
so much of the valuable time of this meeting to dis- 
cuss this single question. There is much more 
that must be mentioned in presenting even a brief 
report on the state of the Academy. But, this deli- 
cately explosive issue is one of the most important 
confronting American medicine, and particularly 
general practice, today. 

It would be most deplorable, surely, if this single 
issue were permitted to obscure the long range 
goals or the basic purposes of the Academy. 
Our responsibility is a great one; it is to the Ameri- 
can family. Just as the family physician is basic to 
our system of medical care, the family unit is basic 
to our cultural society. Therein lies the mission 
of this Academy. 

As Jessie Bernard points out in his significant 
study of the American family, our culture is com- 
mitted to the family system as a fundamental insti- 
tution. The anthropologists have shown us that 
one of the inherent functions of the family is a 
protective one. Thus, the family physician performs 
for the family a function that touches the very core 
of our civilization. 

With this concept, the tremendous challenge 
confronting this Academy and the enormous re- 
sponsibility it has assumed takes on a fuller import. 
Likewise the information contained in the annual 
reports submitted by the respective commissions 
and committees here takes on new meaning. 

The work of the Commission on Hospitals, in 
preserving the status of the general practitioner in 
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An important 
agent in internal 
medicine 


eAllays agitation 
and apprehension (non- 
soporific sedation) 


@ In the majority of hypertensives, 
Serpiloid lowers tension, tran- 
quilizes, relieves associated 
symptoms 


@ In the normotensive, it does not 
lower blood pressure signifi- 
cantly 


No contraindications 


© For long-term use, virtually free 
from side actions 


© Simple dosage . . . One tablet 
(0.25 mg.) t.i.d. 


Clinical samples on request. 
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Clinicopharm4 


cologic Properties of 


Gitaligin® [Amorphous Gitalin] 


The following table is quoted verbatim from the report by Dimitroff, S.P.; Griffith, G.C.; Thorner, M.C. and Walker, 
J.: Clinical Evaluation of Gitalin in the Treatment of Congestive Heart Failure, Annals, Int. M. 39:1189 (Dec.) 1953. 


Derivation 


Digitalis purpurea. 


Appearance 


Amorphous white powder. 


Uniformity 


Constant from batch to batch. 


Absorption 


Rapid and complete from gastrointestinal tract. 


Route of administration 


Oral. 


Dissipation 


Rate of excretion between the rapidly excreted 
Digoxin and slowly excreted leaf or digitoxin. 


Range of toxicity 


Less toxic than other glycosides. Digitalizing 
dose is about 1/3 amount of the toxic dose. 


Dosage by rapid method 


2.5 mg. first, then 1.0 mg. every 6 hours, or 
1.0 mg. every 4-6 hours until toxic or therapeutic 
effect appears (usually 24-48 hours.) 


Dosage by slow method 


A single dose of 1.5 mg. daily, or 0.5 mg. t.i.d. until 
toxic or therapeutic.effect appears (usually 4-7 days). 


Symptoms of toxicity 


Same as for other glycosides, i.e., anorexia, nausea, 
vomiting, color-vision, ectopic beats, ST-T changes. 


WHITE LABORATORIES, INC., Kenilworth, N. J. 


Simple dosage equivalent: 0.5 mg. (1 tablet) of Gitaligin is 
approximately equivalent to 0.1 Gm. (1 gr.) digitalis leaf. 
Gitaligin is supplied in 0.5 mg. tablets, deep scored for 
accuracy and flexibility of dosage—in botfles of 30 and 100. 

Gitaligin is accepted by the Council on Pharmacy and 
Chemistry of the American Medical Association. 
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our changing system of medical practice, is thus 
more significant than perhaps appears on the sur- 
face. The problems here are complex. The Com- 
mission’s work is far from finished, but you will find 
evidence of encouraging progress in its annual re- 
port. Continuing study and a free exchange of 
ideas with other interested bodies such as the Joint 
Commission on Accreditation brings us ever closer 
to a practical answer to the question of how the 
general practitioner shall be assured of his proper 
place in hospital staff organization without suc- 
cumbing to the stultifying effects of implacably 
rigid standardization. 

The Commission on Education has under con- 
sideration two challenging projects which may 
eventually influence the whole course of medical 
education in this country. One consists of a survey 
to determine the nature of present day general 
practice and thus reveal whether deficiencies exist 
in contemporary medical education. The other in- 
volves a proposal of Dr. H. T. Jackson for a re- 
examination of our definition of general practice 
and increased requirements for in-resident training 
following internship. 

The annual report of the Commission on Legis- 
lation and Public Policy describes a sustained pro- 
gram already under way which accomplishes in- 
direct benefits for every individual member of the 
Academy. The Board of Directors has definite 
plans for expanded activities in public relations 
just as soon as office facilities and the necessary 
additional funds are available. 

Another contemplated expansion in the activities 
of the administrative staff will be of particular 
interest to state chapters. Since the day the 
headquarters office was opened, I have recognized 
the need for field work that would maintain a close 
contact between the Academy and its constituent 
chapters. Today, with fifty-one chapters, many of 
which have ambitious local programs, this need is 
even more apparent. I cannot commend too highly 
the splendid program carried on by some of our 
state chapters. But as state chapters expand their 
activities there is the danger they might tend to 
become more and more autonomous until they 
perhaps give the appearance of departing from 
official policies laid down by the parent body. 

All will agree, I feel sure, that a strong national 
organization is the sole salvation for general 
practice. A loose federation of autonomous state 
academies would not provide the united front and 
the common voice for which the American Academy 
of General Practice was created. 
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mew clinical success’ in 


lupus erythematosus 


Improvement in 13 out of 15 patients 


with chronic discoid lesions—“‘erythema subsided, 
infiltration and follicular plugging lessened, hypertrophy 
diminished—at an accelerated rate compared to previous 
progress” when Panthoderm Cream was added to oral 
massive-dose pantothenic acid and vitamin E therapy 
previously used alone. 


Accelerated improvement in 6 out of 8 patients 


was obtained in disseminated discoid lesions as compared 
with oral therapy alone. 


Panthoderm Cream ‘“‘evidenced stimulation of 
epithelization (most marked in 

hypostatic dermatitis with ulceration), 

and resolution of maceration, healing of fissures and 
excoriations (in pruritus ani et vulvae and senile vulvitis).”’ 
...and good to excellent results in 


> atopic dermatitis and neurodermatitis 
leukoplakia and perieche 


> dermatofibroma lenticulare and 
seborrheic kerotosis 


| 
tes epithelization and healing 
Panthoderm Cream is widely used in dry eczema, na, burns, 
external ulcers, diaper rash, and a wide variety 
_-water-miscible cream. 
2 02. and 1 Ib. Oz.tupes 
Welsh, A. L. and Ede, M.: AMA. Archives Derm. & Syph., June 1954. 
detailed literature upon request. 
u.s.vitamin corporation 
Arlington-Funk 250 East x 17,1 


More effective than gymnastics is “the rapid 
movement of the head from right to left when the 
mashed potatoes and gravy are passed.”’ And it’s 
relatively easy when your patient is taking ALTEPOSE. 

By curbing the appetite, ALTEPOSE makes obese 
patients more amenable to low calorie diets. The 
thyroid may help to correct glandular dysfunction, 


PHOTOGRAPH BY VICTOR KEPPLER 


When exercise won't do it, try 


ALTEPOSE. 


while Delvinal® controls nervous tension and 
anxiety. Patients feel happier, more cooperative. 
Quick Information: Each tablet contains 50 mg. 
‘Propadrine’ HCl, 40 mg. thyroid and 25 mg. Del- 
vinal vinbarbital. Dosage is 1 tablet 2 or 3 times 
daily, one-half to one hour before meals. 
Reference: 1. J.A.M.A. 151:296, 1953. 
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An additional executive assistant at headquarters 
who could periodically visit state chapters would 
serve a doubly valuable function. He could help the 
state organizations in local questions and keep 
them informed of national projects; he could also 
keep the Academy informed of the problems and 
activities of its constituent state chapters. 

The only reason we have not acted on these con- 
clusions by assigning an assistant to this function is 
because the lack of funds has prohibited it. Every- 
one on the staff has more than he can do already. 
This additional task requires additional personnel, 
a requirement that cannot be met under the present 
limitations of the budget. The Board of Directors 
hopes nevertheless to undertake a start in this direc- 
tion within the coming year in anticipation of the 
day when adequate funds to support such expan- 
sion will be forthcoming. 

The Commission on Membership and Creden- 
tials is reporting on a new approach to the question 
of increasing membership. It is developing a care- 
fully prepared list of all qualified and desirable can- 
didates among the 96,000 non-specialists in active 
practice. The list comprises about one-third the 
total or about 32,000. Of these, 17,000 are already 
members, leaving about 15,000 potential new mem- 
bers. If, in the course of the next two years, one- 
half of these are enrolled, we can boast a member- 
ship of 25,000. 

It is not my purpose here to mention all the im- 
portant projects being carried on within our efhi- 
ciently functioning organization today. I commend 
to you a thoughtful study of the reports mentioned 
above as well as those of the Finance Committee— 
which contains a full explanation of the uses to 
which members’ dues are put—of the Publication 
Committee, the Committee on Scientific Assembly, 
and indeed the extensive reports of all the fifteen 
standing committees appointed by the Board of 
Directors. 

This year should bring to fruition the dreams 
and the plans of the Building Committee for a head- 
quarters edifice of which every member will be 
proud. Chairman Fowler has inspired the members 
of his committee to extraordinary efforts by holding 
before them the vision of a cathedral that will testify 
to the faith of the family physician of America in his 
destiny as the central figure in the finest system of 
medical practice the world has ever known. 

Recently, I joined my fellow members of the 
American Bar Association in contributing toward 
a great new building to house the executive of- 
lices of our association. 
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in an epidemic 
..- WHEN PROPERLY AUTOCLAVED 


Do you hesitate to immunize young 
patients during an epidemic because 
of the danger of cross-infection? 


Yet, needles can be safely sterilized 
in your office by proper autoclaving 
. . . by thorough cleansing and then 
subjection to moist heat under pres- 


sure of 250° F. 


Epidemic or not, autoclaving of every 
instrument that touches the blood 
stream of any patient is essential to 
your daily practice. 


GUARD AGAINST 
CROSS-INFECTION 
WITH A PELTON | 


MODEL HP.-2 
8” x 16” 
Chamber 


A Pelton Autoclave brings to your office the certainty 
of destroying hard-shelled, spore-bearing bacteria plus 
the speed of hospital sterilization . . .a matter of seconds 
between sterilizing periods. There’s a model to meet 
your exact needs. 


For full details of Pelton Autoclaves, 
see your dealer or write for literature. 


LOR: 


Professional Equipment Since 1900 
THE PELTON & CRANE CO. + DETROIT 2, MICHIGAN 
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IN GRAND MAL AND PSYCHOMOTOR SEIZURES 


Hrsicon offers important advantages in the man- 
agement of the epileptic patient. It exerts a strong 
anticonvulsant effect which does not require rein- 
forcement with sedatives. Seizures can usually be 
adequately controlled without the adjuvant use of 
bromides or barbiturates. 


H1sicon is virtually non-toxic, even in the higher 
dose range. Its use does not affect the blood picture, 
nor does it produce undesirable side effects such as 
gingival hyperplasia, nausea or mental confusion. 


Hrsicon is supplied in capsule form. The usual 
dosage is 0.5 Gm. to 1 Gm., 3 or 4 times daily, with 
meals and before retiring. 

Available in 250 mg. and 500 mg. capsules, in bot- 
tles of 100 and 1,000. 


*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES DIVISION 


american Cyanamid company 


PEARL RIVER, NEW YORK 


HIBICON?® 
propomde 
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A remarkable parallel came to my mind as [ lis- 
tened to the words U.S. Supreme Court Justice 
Robert H. Jackson uttered in laying its corner- 
stone. He said, “Cornerstones are commonplace 
unless they gain distinction from the vision and 
faith of those who lay them.” 

This year, when the cornerstone of our building 
is laid, it will take on some of the meaning of a 
monument to the faith and vision of those who built 
the foundation of this organization seven years ago, 
to those who later helped to build its home, and to 
those such as these delegates and officers who gave 
of their wisdom and effort that it might prosper. 

Perhaps the most significant project ever under- 
taken by the American Academy of General Prac- 
tice—certainly the most dramatic—is being an- 
nounced by the Board of Directors to the press to- 
day. It was not mentioned by Dr. Heron in the an- 
nual report for the Board, which he prepared in ad- 
vance, because the plan has been kept under wraps 
until the appropriate time for its formal announce- 
ment. 

This project comes from the humble heart, the 
brilliant brain, and the magnificent philosophy of 


one whose contributions to this Academy are so 
tremendous that it will forever bear the stamp of his 
character. 

Though in his humility he has asked that his 
name not be used to describe the idea, this project 
shall be written in the history of the Academy as the 
Merrill Shaw plan. You will be hearing a great deal 
more of it in the months ahead. 

It is a great misfortune that your distinguished 
vice-president could not be here today to tell you 
the details of his plan in person. The illness that 
prevents his attendance augurs a monumental loss 
for the Academy. Permit me to say also, that the 
absence of this saintly man presages a great per- 
sonal loss to me. 

Dr. Merrill Shaw’s proposal is that the Academy 
undertake the project of encouraging every doctor 
in America—specialist and non-specialist alike— 
to have a family doctor for his family. The bene- 
fits to be derived, both directly and indirectly, 
are so valuable and so far-reaching that the Board 
has adopted the plan as a major activity in the 
year ahead. As I have said, you will be hearing a 
great deal more of this program later. 


available on prescription only 


Anti-asthmatic Quadrinal tablets 


= QUADRINAL TABLETS CONTAIN FOUR 
DRUGS, EACH SELECTED FOR ITS 


PARTICULAR EFFECT IN CHRONIC 


Ya or 1 Quadrinal Tablet every 
3 or 4 hours, not more than 
three tablets a day. 


Each Quadrinal Tablet contains ephe- 
drine hydrochloride % ar. (24 mg.), 
phenobarbital % gr. (24 mg.), Phyllicin 
(theophylline-calcium salicylate) 2 gr. 
(120 mg.), and potassium iodide 5 gr. 
(0.3 Gm.) 


| 
ASTHMA AND RELATED ALLERGIC 
% RESPIRATORY CONDITIONS. 
Quadrinal Tablets ore marketed in bottles of 100, 500 and 1000. & 
Quadrinal, Phyllicin. Trademarks E. Bilbuber, Ine. 
distributor: BILHUBER-KNOLL CORP., Orange, New Jersey, Us 
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DIAPARENE: CHLORIDE 


(NO BORIC ACID) 


/ 


e 
her AT ANTI-ENZYMATIC SPECIFIC FOR “SORE-BOTTOM” 
IN THE NEWBORN AND PERIANAL DERMATITIS FROM DIARRHEA 


DIAPARENE PERI-ANAL is the first water-repellent to embrace 
the concept that perianal dermatitis may be caused by stool 
enzymatic action on the skin . . . by providing anti-enzymatic 
as well as antibacterial action. 

CONTAINS: Di-isobuty! cresoxy ethoxy ethyl di-methy! benzyl ammonium chloride 
monohydrate, zinc oxide, starch, cod liver oil and casein in a woter-repellent base 


SUPPLIED: One ounce tubes and one pound jors 


® PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, 380 SECOND AVENUE, NEW YORK 10, N. Y.—TORONTO 10, CANADA 
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And now, Mr. Speaker, in closing, I have a rare 
privilege. Just as I left home to come here, I re- 
ceived a letter from Dr. Shaw, one of many inspir- 
ing letters I have received from him over the years. 
Characteristically, his letter was filled with the 
friendly advice and homely philosophy that has 
made every man who came in contact with Merrill 
Shaw a better man for the experience. I shall for- 
ever cherish it. With it Dr. Shaw enclosed a mes- 
sage to be read to this Congress of Delegates. 

I give it to you, not merely as a report, but as a 
benediction from a great and good man who gave 
richly of himself to this Academy, which he loved, 
and who asked for nothing in return: 

“The greatest General Practitioner of all times 
has not seen fit to measure my time to permit me to 
address you this year in person. 

“The American Academy of General Practice 
has done so much for me that I would indeed ap- 
pear ungrateful, if, in parting, I did not attempt to 
explain in some measure, the obligation and grati- 
tude I feel. 
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“The Academy has been an agency through 
which I was permitted, God willing, to have an out- 
let to develop and expand certain idealisms and 
convictions which, as an individual, would have 
died with me. I account the Academy directly re- 
sponsible for the few professional years which have 
been the happiest in my life in terms of association 
and respect. 

**T don’t know how to repay the Academy. 

“If my experience has produced any wisdom, I 
think that the advice I would leave with you would 
be this: 

“Keep the Academy high and strong; tolerant, 
helpful and progressive. 

‘Quarrel with no one or no group. 

**For all general practitioners, make the Academy 
a goal; once a member, keep it an inspiration. 

“Sharing with equal sincerity my thanks for hav- 
ing been able to serve as an officer of the Academy, 
is my confidence that this assembly will be a suc- 
cess.” 

—Mac F. Canar 
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. or or Immediate Symptomatic 
Relief in SURFACE PAIN - ‘ = 


Also in OBSTETRICS and GYNECOLOGY - gel 
and OTHER RECTAL DISCOMFORTS a 


Safe Easier Cleaner More Efficient 


Assures complete coverage of the site with this effec- Formula: 
tive, quick acting, long lasting, pain relieving medi- Carbolic Acid 1.75%; 
cation. Its use saves the valuable time of the nurse Menthol 0.5%; 
. gains patient cooperation and appreciation . . . ——— 


assists materially in hastening recovery. [je (Mallon Process). 


2 oz. Bottle 
(with applicator) 


In Obstetrics and Gynecology Physician's Price 
Combined Therapy Proves More Beneficial oe $10.50 doz. 
PERINEALLY RECTALLY : 


Spray Aerosol over Instill in rectal lumen, using 
area of pathology Rectalgan with applicator 


MALLON DIVISION OF DOHO CHEMICAL CORP. 
100 Varick Street, New York 13, N. Y., U.S. A. 
DOHO — Makers of AURALGAN — 0-TOS-MO-SAN — RHINALGAN 
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Annual dinner meeting of the Greater Kansas City (Kansas and 
Missouri) chapter was attended by 300 persons. 


Citing Dr. Charles W. Rose as the Greater Kansas City chapter's 
Family Physician of the Year, is this plaque which was presented 
to him in recognition of outstanding work in the interest of medi- 
cine and health. 


News from the State Chapters 


THREE HUNDRED persons attended the Greater | 


Kansas City (Kansas and Missouri) chapter’s annual 
dinner meeting May 20 in Kansas City, Mo. (see cuf). 
Dr. Roscoe Pullen, dean of Missouri University 
Medical School, was guest speaker. 

A special feature of the meeting was the naming 
of Dr. C. W. Rose as the chapter’s General Practi- 
tioner of the Year. Dr. Rose, a family physician for 
thirty-one years in the Northeast district, was 
awarded a citation and plaque (see cut). Because 
he was hospitalized at the time of the dinner, Mrs. 
Rose received the honors for him. 

In an interview preceding the dinner, Dr. Rose 
said nothing spectacular has happened during his 
years of practice. ‘The older I get,” he said, “the 
less fancy medicines I prescribe and the more I try 
to understand the patient.” 

With the recent changing of A.A.G.P. by-laws 
concerning those eligible for associate membership 
in the Academy, the Greater Kansas City chapter 
reports some forty such new members. Special rec- 
ognition was given to about thirty-five interns and 
residents, now associate members, who attended 
the dinner. 
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GREATER KANSAS CITY CHAPTER 
MISSOURI ACADEMY OF GENERAL PRACTICE 
PRESENTS THIS 
HONOR AWARD 
TO 


CHARLES W. ROSE, M.D. 
FAMILY PHYSICIAN OF THE YEAR 


IN RECOGNITION OF 
OUTSTANDING WORK 
IN THE INTEREST OF 
MEDICINE & HEALTH 


The evening was completed with the election of 
officers. Dr. R. R. Becker is the new president-elect. 
Dr. Hugh Gestring was installed as president, Dr. 
Edson C. Carrier as secretary, and Dr. Mary C. 
Cortner, treasurer. 

Even though a patient’s complaint of being tired, 
weak, and nervous might stem from an emotional 
condition, every doctor should insist on a systematic 
study of the patient in order to rule out any chance 
of physical malfunction, Dr. Jabez Galt, clinical in- 
structor in medicine at Southwestern Medical School, 
said at the recent one-day seminar in Ft. Worth 
which was sponsored by the Tarrant County (Texas) 
chapter. 

Other participants in the seminar were Dr. Hol- 
land T. Jackson, treasurer of the A.A.G.P.; Dr. J. 
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Wi @ LIVITAMIN® with IRON 


each fluidounce contains: 


420 mg. 
(Equiv. in elemental iron to 70 mg.) 


Manganese Citrate, Soluble. . 
158 mg. 


Thiamine Hydrochloride....... 
10 mg. 


Vitamin B 12 (Crystalline)..... 
20 mcgm. 


50 mg. 
Pyridoxine Hydrochloride...... 
1 mg. 
Pantothenic 
5 mg. 


2 Gm. 


1.Gm. 


@ LIVITAMIN® CAPSULES with 
INTRINSIC FACTOR 
Pie each capsule contains: 
Deslecated Liver 
450 mg. 


130 mg. 
(Equiv. to 25 mg. of elemental iron) 


Thiamine Hydrochloride....... 
MG. 


10 mg. 

5 mcgm. 

Pyridoxine Hydrochloride...... 
rer 0.5 mg. 

Calcium Pantothenate......... 
2 mg. 


Intrinsic Factor USP.......... 
1/6 Unit 
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debilitating syndrome 


ANEMIA is usually a symptom, but present also are anorexia, 
anoxia, hypothermia, hypotonia and poor utilization. Often a 
finicky diet will aggravate the general asthenia. 


e SYNDROME THERAPY IS LOGICAL... 

Fortified Iron therapy in the Livitamin formula treats the entire 
syndrome. Improved appetite and blood picture, better digestion 
and anabolism are part of the corrective process. 


LIVITAMIN with INTRINSIC FACTOR 
The pernicious anemia patient and many aging people are de- 
ficient in intrinsic factor. For these patients, special Livitamin 
Capsules have been fortified with adequate intrinsic factor, 
USP, to help provide full utilization of the antianemic factors 
in the Livitamin formula. 
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H. Steger, vice-president of the Ft. Worth chapter 
and next year’s president-elect ; Dr. Willard C. Sell- 
man, Jr. of Southwestern Medical School in Dallas; 
and Dr. Stewart A. Fish, Dr. S. Halcuit Moore, and 
Dr. Salmon R. Helpern of Dallas. 

A symposium on clinical medicine sponsored by 
the Wisconsin state chapter and the Wisconsin Val- 
ley chapter was held June 25 in Wausau. Luncheon 
speaker was Academy president, Dr. William B. 
Hildebrand of Menasha. 

Preparations are well under way for the sixth an- 
nual scientific assembly of the New York chapter on 
October 11-13 in Syracuse. A.A.G.P. President 
Hildebrand will be banquet speaker. The meeting 
will be held in tribute to Dr. William A. Buecheler 
of Syracuse, who was a founder of both Onondaga 
County and the New York chapters. He is honorary 
chairman of this assembly. 

At a recent board meeting of the New York chap- 
ter, a subcommittee on rural health was created and 
G. Alex Galvin of Ithaca, speaker of the New York 
chapter’s congress of delegates, was named chairman 
of that group. 

Dr. Anthony Vinci of Cohoes is the new presi- 
dent of the Albany County (New York) chapter. Dr. 
Archie Meckler is president-elect; Dr. Robert Mac- 
Dowell is vice-president; and Dr. Harry Jasper is 
secretary-treasurer. 

The Schenectady (New York) chapter announces 
that it has presented honorary memberships to 10 
Schenectady physicians who have devoted their 
careers to general practice. All are more than 80 
years of age. 

Total registration at the sixth annual meeting of 
the Pennsylvania chapter May 14-16 in Wernersville 
reached nearly 400 persons. Of this number, 171 
were physicians, a record number for the Keystone 
state chapter. 

A carefully planned scientific program with many 
well-known speakers was combined with a well- 
rounded program of entertainment and social events. 

The new officers are Dr. Arthur Clateman of 
Pittsburgh, who is president-elect; Dr. John B. 
Jacobs of Lansdale, president ; Dr. James G. Kitchen 
of Pocono Lake, vice-president ; and Dr. Horace W. 
Eshbach of Drexel Hill, secretary-treasurer (see cué). 

A woman’s auxiliary was formed and approved 
by the board of directors of the P.A.G.P. Its func- 
tion wili be to assist with registration and the social 
programs of the annual Pennsylvania chapter meet- 
ing. 

Graduating nurses, laboratory technicians, and 
anesthetists of Sacred Heart Hospital were feted 
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New officers of the Keystone State chapter. Shown left to right on 
the front row are Dr. Charles K. Rose, Jr., immediate past presi- 
dent; Dr. John B. Jacobs, new president; and Dr. Arthur Clate- 
man, president-elect. Standing left to right are Dr. Ethan L. 
Trexler, a board member; Dr. James G. Kitchen, Jr., vice-presi- 
dent; and Dr. Horace W. Eshbach, secretary-treasurer. 


Arkansas chapter leaders. These physicians were installed this 
spring as officers of the Arkansas chapter. Shown left to right are 
Dr. Lamar McMillin of Little Rock, second vice-president; Dr. 
William Snodgrass of Little Rock, first vice-president; Dr. C. R. 
Ellis of Malvern, president; Dr. B. N. Saltzman of Mountain 
Home, president-elect; and Dr. C. C. Long of Ozark, secretary- 
treasurer. 
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OCTOFEN —true Fungicidal Action 


OCTOFEN LIQUID and POWDER both contain 
effective concentrations of true 


fungicide — death to T. mentagrophytes, arch crim- 
inals in athlete's foot. OCTOFEN Liquip kills the 
crippling fungus in 2-minutes flat, in laboratory tests. 
Clinical studies? reveal that this product is effective 
in over 90% of all cases tried. The most stubborn 
condition may respond completely in as little as a 
two week period. Containing moisture-absorbent 
silica-gel as well as the active fungicide, 

PowDER is sound supplementary therapy. 


1. MODERN MEDICINE TOPICS, 10:7, 1949 ©@ 2. EXP. MED. & SURG.! 7:37, 1949 


ROBBINS, INC., 


BRIDGEPORT 9, CONN. 


A recent survey! indicates that over 
12,000,000 people in the U.S.A. 
seek ak relief from 
symptoms of athlete’s 
“ne y sensitive are those 
who make their iiving on their feet — 
all day long — day after day. 
These are your patients. They come 
to you in greatly increased numbers 
during these hot summer months 
when the incidence of es 
athlete’s foot is at peak lev 


OCTO FEN - Preferred Treatment 


OCTOFEN enjoys ready acceptance from the 
afflicted patient who must stay on the job, on his 
feet, day in, day out. In most cases, no time is lost — 
no awkward wet dressings or messy salves needed — 
just generous and repeated applications of OCTOFEN 
Liquip on the affected parts in the office and in the 
home until relieved. Furthermore, OCTOFEN is non- 
irritating, greaseless, non-staining, kind to the tender 
skin, quick drying. For adjuvant treatment and pro- 
Pp hylaxis, OcTOFEN Pownpkr, silk smooth and sooth- 
ing, may be dusted liberally on the feet, in the socks, 
for added protection. OCTOFEN PowpeRr helps keep the 

feet dry—a must in treatment; curbs foot odors too. 


McKesson & Robbins, Inc., Dept. GP. | 
Bridgeport 9, Conn. I 


and OcTOFEN PownER. 


Name. I 
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State. I 
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GP ¢ Volume X, Number 2 


if 

¥ 
ky 
he 
Ag 

Me 
152 
4 
§ 


May 23 by the Spokane (Washington) chapter. The 
chapter also is planning a memorial to the late Dr. 
Merrill Shaw of Seattle. 

A seminar at the Kenlake Hotel in Kentucky Lake 
State Park was held by the Kentucky chapter July 
22. Participants on the program were Dr. Robert 
Greenblatt of the University of Georgia; Dr. Albert 
Weinstein of Vanderbilt University; Dr. F. S. Hill 
of the University of Tennessee; Dr. Morton Ham- 
burger and Dr. Daniel Jones of the University of 
Cincinnati. 

Dr. Greenblatt spoke on functional uterine bleed- 
ing. Dr. Weinstein’s subject was peptic ulcer; Dr. 
Hill discussed problems in pediatrics; and Drs. 
Hamburger and Jones talked on recent advances in 
antibiotics and pediatrics, respectively. 

Members of the Summit County (Akron, Ohio) 
chapter attended an all-day program on cardiac re- 
suscitation presented recently by Dr. Claude Beck of 
Cleveland Lakeside Hospital. 

The meeting started with surgical rounds, fol- 
lowed by observing a cardiac operation for mitral 
commissurotomy performed by Dr. Beck. Just be- 
fore noon there was a symposium on cardiac surgery. 

In the afternoon, members went to the dog labora- 
tory where a dog’s heart was exposed and each indi- 
vidual was permitted to stop the heart with the 
electrodes, massage the heart, and reshock it out of 
fibrillation to normal rhythm. 

Virginia’s general practitioners were urged to do 
more to explain a patient’s illness and its complica- 
tions to him, by Dr. Edward J. Stieglitz of Washing- 
ton, who spoke during the Virginia chapter’s recent 
annual meeting in Richmond. It’s up to doctors to 


At a recent district meeting of Arkansas Medical Society in 
Tyronza planned by A.A.C.P. member, Dr. L. H. MeDaniel, 
one of the distinguished guests was Dr. Elmer Hess (on the left) 
who was named president-elect of the A.M.A. a few weeks later. 
Others are Dr. Fred Ewens, chairman of the Section on General 
Practice last year; Dr. George F. Lull, secretary of the A.M.A.; 
and Dr. Louis Baver, A.M.A. past president and secretary- 
general of the W.M.A. 


Indiana chapter’s business-luncheon. The Speaker’s table is 
shown at a business meeting and luncheon held during the In- 
diana chapter’s recent annual meeting. Left to right are Dr. 
Laurence Bailey of Zionsville, a member of the chapter’s board 
of directors; Dr. Elton R. Clarke of Kokomo, a director; Dr. ©. T. 
Seamahorn of Pittsboro, president; Dr. William R. Tindall of Shel- 
byville, immediate past president; and Dr. Norman R. Booher of 
Indianapolis, secretary-treasurer. 


sweep away the “appalling ignorance” among pa- 
tients about what makes them ill, he said. 

At the election of officers, Dr. Rufus Brittain of 
Tazewell was named president-elect; Dr. Frank E. 
Tappan of Berryville was elected vice-president ; Dr. 
W. Linwood Ball and Dr. Carl W. Meador, both of 
Richmond, were re-elected secretary and treasurer, 
respectively. 

Dr. Richard M. Reynolds of Norfolk was installed 
as president at this meeting. The 1955 meeting will 
be at Old Point Comfort on May 13-15. 

The annual picnic and social meeting of the New 
Hampshire chapter was held June 20. 


An added attraction to this outstanding medical session was a 
barbecue at lunch time. Shown sampling the food are Dr. R. C. 
Dickinson of Horatio, Ark., (left to right), Dr. D. G. Miller, Jr. of 
Morgantown, Ky., and Arkansas Senator John McClellan. Drs. 
Dickinson and Miller were two of the ten honorees to be recog- 
nized at this meeting for their public service. A rose, a symbol of 
appreciation, was presented to each honoree by a close personal 
friend. Senator McClellan was a special guest. 
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Aunts in the Printers’ Plants 


GOBS OF FUN 

The urologists announced last December that three 
women had been impregnated with frozen seamen 
and the births were expected early this year.—Pennsy]- 
vania News Release. 


CIVIC CONTRIBUTION 
Pocatello Mattress Factory Plays Important Role 
in City’s Growth.—Headline in Idaho State Journal. 


BETTER LATE THAN NEVER 


Born—Parent: In Danbury hospital, March 25, a 
daughter to Mr. and Mrs. Albert Parent.—Danbury 
(Conn.) News-Times. 


PLANNED ERRATA 


In case you find mistakes in this paper, please 
consider they were put there for a purpose. We 
publish something for everyone, and some folks are 
always looking for mistakes.—Shepherd (Mich.) 
Isabella County Republican. 


‘Aeropak, (AUTOMATIC SPRAY) 


Relieves Pain Bs 


ontrols Infection . . . Assists 


The audience was entertained between the acts by 
various specialties. Grace displayed a great 
amount of art in the way she handled the rattling of 
her bones.—Davenport (Iowa) Democrat. 


Friday afternoon at 2 o’clock at many friends here 
occured last overshirt of lace. Her hat was the First 
Presbyterian Church when Miss Dixie Janice Byram, 
daughter of Mr. and Mrs. R. C. Byram of this city, 
became the bride of Edward Emrich Hershey, son of 
the late Dr. and Mrs. M. H. Hershey.—Winter Haven 
(Fla.) Herald. 
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Postgraduate Study 


PREPARED BY THE 
COMMISSION ON EDUCATION 


THE ACADEMY’Ss experience in its program of con- 
tinuing education which is required for main- 
tenance of membership has demonstrated the com- 
plexity of the subject. General rules on acceptable 
study were promulgated early and formal courses 
were defined as those conducted by medical school 
faculties or members of the medical staffs of teach- 
ing hospitals. Included in the definition of teach- 
ing hospitals are the hospitals connected with medi- 
cal schools and those approved for intern and resi- 
dent training by the Council of Medical Education 
and Hospitals of the American Medical Association. 

The Council has defined postgraduate medical 
education as those educational activities designed 
to keep physicians abreast in their own particular 
field. Postgraduate programs may be on a full-time 
or part-time basis, but are usually of relatively short 
duration, from one or two days to a month. Such ac- 
tivities are intended both to refresh the doctor in 
various aspects of his medical education and inform 
him of new developments within his field. 

Graduate programs are usually conducted on a 
full-time basis over a period of one to several years 
and include internships, residencies, fellowships, 
and preceptorships. 

The A.M.A. Council on Medical Education and 
Hospitals conducted a survey of postgraduate medi- 
cal education covering the period, July 1952 to 
July 1953. Information was obtained from 320 in- 
stitutions and organizations engaged in postgradu- 
ate education and study of the 2,085 courses of- 
fered by these institutions and organizations in that 
period. A large number of practicing physicians 
were questioned which resulted in information sup- 
plied by 4,923 physicians. 

This is not a report of that survey but an attempt 
to evaluate and apply the data obtained relative to 
the Academy’s policies and programs in the field of 
postgraduate education. 

The survey showed that there were five general 
kinds of activities which might be termed the meth- 
ods by which physicians keep up-to-date or con- 
tinue their education in medicine. They are in order 
of time devoted as follows (table at right) : 
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The average physician spends about 228 hours 
per year in reading medical books and journals; 
224 hours in individual professional contact with 
consultants, colleagues, pharmacists, and field rep- 
resentatives of the pharmaceutical companies; 152 
hours attending hospital staff meetings and confer- 
ences; 33 hours at medical society meetings and 30 
hours at formal postgraduate courses. 

‘The total time spent on these five activities for 
the average physician is 667 hours per year. The 
Academy requires 150 hours of acceptable post- 
graduate study every three years but excludes credit 
for the first two activities which takes up, on the 
average, 452 of the 667 hours, leaving 215 hours. 
For the average physician, the Academy’s require- 
ment of 150 hours every three years presents no dif- 
ficulty since he is already devoting more time than 
that each year in postgraduate activities. These 
figures are for all physicians but analysis by type of 
practice revealed approximately the same distribu- 
tion for general practitioners including part-time 
specialists and full-time specialists. 

Since physicians devote most of their effort in 
keeping up-to-date by reading and professional con- 
tacts, and since attendance at hospital staff meet- 
ings is required, the Academy may more profitably 
devote its program to stimulating attendance at 
local, state, and national medical meetings and at 
formal postgraduate courses. 

General practitioners should not only attend the 
scientific sessions of their medical society meetings, 
although such scientific meetings are not considered 
as formal postgraduate study courses, but the or- 
ganizational meetings as well. As an important seg- 
ment of the medical profession, they have a respon- 
sibility to contribute to the development of sound 
policy on social and economic aspects of medical 
practice, on development of standards for educa- 
tion, and for practice in hospitals. It is for this rea- 
son, as well as for the knowledge gained in the 
scientific sessions, that the Academy’s program en- 
courages attendance of members at medical meet- 
ings. Too many physicians object to their own medi- 
cal society’s policies or lack of action but fail to at- 
tend organizational meetings or assist in develop- 


Per Cent of Total Time 
Type of Activity Devoted to Study 
Medical Reading 
Professional Contact. 
Hospital Staff Meetings 
Medical Society Meetings. . 
Formal Postgraduate Courses 
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ing and carrying out needed programs designed to 
improve medical practice and medical care. 


Formal Postgraduate Courses 


The fact that the average physician devotes only 
four per cent of the time he spends in all forms of 
postgraduate activities to formal postgraduate 
courses may be surprising to many people but if it 
is expressed in actual hours the figure is more 
meaningful. The average physician devotes thirty 
hours or four days per year to attending formal 
postgraduate courses. The Academy requires fifty 
hours of formal study every three years. Again the 
Academy’s requirement appears to be reasonable, 
but, of course, many physicians attend much more 
than thirty hours per year whereas some do not 
attend any. Academy members must average fifty 
hours every three years to maintain membership 
and it must be reported and evaluated by the officers 
of his own state chapter. 

The major difficulty for the Academy and its 
members is in evaluating and classifying courses ac- 
ceptable for formal credit. The Academy accepts 
the A.M.A. definition of postgraduate courses as 
acceptable for formal credit, but provides for other 
scientific programs or sessions to be included also, 
if an evaluation of the program indicates it offers 
an organized course of study. Each member who en- 
rolls in one regular postgraduate course of three to 
five days duration each year can be assured that he 
will satisfy the formal study requirement. Attend- 
ance at local, state, and national medical meetings 
and hospital staff meetings should provide more 
than enough hours for the remaining requirement. 

It would be much more simple to state that only 
those courses given at medical schools and teaching 
hospitals fell within the Academy’s definition of for- 
mal study courses. Each member would then know 
in advance which courses he must attend to fulfill 
his formal study requirement. However, the Acad- 
emy believes that consideration must be given to 
local conditions and recognizes that excellent cours- 
es may be given outside the teaching institutions. 

The officers of each state chapter are therefore 
encouraged to evaluate postgraduate programs 
given in their area and recommend to the regional 
representative of the commission those they con- 
sider worth formal credit. Each member of the com- 
mission is authorized to act for the commission in 
his own region and to give a final ruling on pro- 
grams acceptable for formal study credit. 

The state and local chapters can assist by keeping 
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members informed of acceptable study courses 
through publication in their bulletin or newsletter. 
A member’s own state chapter secretary is best 
able to provide current information on courses and 
credits. Procedures have been established to keep 
each member of the commission informed of the ac- 
tions taken in the other regions and the headquar- 
ters office of the Academy correlates and dissemi- 
nates this information to state chapters. The main 
objective of the Academy’s program is to know that 
its members are attending refresher courses that are 
helping them keep up-to-date. A flexible policy rela- 
tive to acceptable courses is provided so that all 
methods of instruction will be given consideration. 
This policy requires continued exchange of infor- 
mation at the local, state and national level and con- 
siderable correspondence to individual members. 
The A.M.A. survey has shown that the Acad- 
emy’s requirements are reasonable and it is obvious 
that the average Academy member devotes more 
time than 150 hours to postgraduate study. The im- 
portance and value of requiring members to submit 
an annual report on attendance at medical society 
meetings and formal study courses is also obvious. 
Such attendance is a responsibility the physician 
has to his profession and to the public. Evaluating 
the physician’s standards in the matter of post- 
graduate activities and participation in medical or- 
ganization activities is a responsibility of the physi- 
cian’s own organization. The American Academy 
of General Practice is the only medical society that 
requires annual reports and periodic review of mem- 
bers’ qualifications for continued membership. 
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